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HAVE  YOU  HEARD? 


Would  you  like 
Total  Financial  Control 
of  your  practice? 


Systems  Sc  Solutions 

provides  the  answer  to  computerized  medical  management. 


Our  systems  feature: 

• Accounts  Receivable  reports  by  doctor,  insurance 
company,  or  patient 

• Automatic  completion  of  all  R1  BC/BS,  AMA,  Federal 
Medicare  forms  & statements 

• Appointment  scheduling 

• Custom-designed  encounter  forms/super  bills 

• Password  protection 

• Paperless  claims  processing  w/BC/BS. 


Our  solutions  include: 

• Two  week  continuous  on-site  training 

• Maintenance  & support 

• Telephone  Hotline 

• Data  entry  of  open  accounts 

• Customization  of  forms 

• All  hardware,  software  furniture  from  one  place 


data 

systems 


THE  QUALITY  COES  IN  BEFORE  THE  NAME  COES' ON 


Call  today  for  a complimentary  comprehensive 
system  analysis  of  your  practice 


^BY 


■ivSOLUTIOnS  me. 


650  Greenwich  Avenue 
Warwick,  R1  02886 


723-2913 


Systems  St  Solutions  proudly  announces 
its  latest  computer  installation  at  the  practice  of 

Michael  A.  Rocchio,  M.D. 


*by 

Cbs^sTBnnsR 

m r^OLUTions  me. 


723-2913 
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RIMS  COUNCIL  REVIEWS  PROFESSIONAL 
REVIEW  ORGANIZATIONS 

Professional  review  organizations  (PROs) 
are  required  by  law  to  establish  utiliza- 
tion and  quality  objectives  which  address 
both  hospital  cost  containment  and  the 
prevention  of  adverse  clinical  results. 

Dr  Richard  Wong,  President,  Staff  Physi- 
cians Association  of  Rhode  Island  (SPARI) , 
told  the  Rhode  Island  Medical  Society  at 
its  recent  meeting.  Dr  Wong  represented 
the  Society  and  SPARI  at  a November  sym- 
posium on  PROS  and  Medicare  review  organ- 
ized by  the  AMA. 

Moreover,  the  utilization  objectives  pro- 
posed by  each  state’s  review  organization 
specifically  must  target  the  following 
problems;  hospitalization  for  procedures 
which  may  be  performed  on  an  ambulatory 
basis,  inappropriate  admissions  under 
specified  DRG  categories,  and  inappropri- 
ate discharges  leading  to  early  readmis- 
sion.  The  quality  objectives  to  be  ad- 
dressed include:  the  provision  of  medi- 

cal services  which,  when  not  performed, 
"have  serious  potential  for  causing  disa- 
bility or  death";  and  the  reduction  of  un- 
necessary surgery,  preventable  postopera- 
tive or  other  complications,  and  "avoid- 
able" deaths. 

The  criteria  established  by  the  Rhode 
Island  PRO,  Health  Care  Review,  Inc,  have 
generated  considerable  controversy  among 
the  state’s  physicians.  As  the  result  of 
a federally-mandated  requirement,  physi- 
cians now  must  obtain  prior  approval  from 
the  PRO  before  hospitalizing  Medicare  pa- 
tients for  nearly  50  procedures,  includ- 
ing hemorrhoidectomy,  herniorrhaphy,  and 
cataract  extraction.  Health  Care  Review 
and  federal  officials  contend  that  these 
procedures  may  be  performed  safely  on  an 
ambulatory  basis.  Responding  to  objec- 
tions raised  by  the  RIMS  House  of  Dele- 
gates at  its  September  meeting,  the  Rhode 
Island  PRO  agreed  to  delete  10  procedures 


COUNCIL  MEETING  (continued) 

from  the  list  at  the  recommendation  of 
state  surgical  subspecialty  societies. 

In  other  actions  at  its  November  28  meet- 
ing, the  Council: 

• approved  submitting  the  name  of  Dr 
Herbert  Rakatansky,  a past  president 
of  the  Providence  Medical  Association 
and  current  chairman  of  the  RIMS  Com- 
mittee on  Impaired  Physicians,  to  the 
House  of  Delegates  for  the  position  of 
president-elect.  If  approved  by  the 
House,  Dr  Rakatansky  would  replace  Dr 
Leonard  S.  Staudinger,  who  recently 
resigned . 

• encouraged  members  to  make  donations 
to  the  Rhode  Island  Medical  Political 
Action  Committee  (RIMPAC)  and  emphasized 
the  importance  of  establishing  a work- 
ing relationship  with  the  new  governor, 
Edward  DlPrete,  and  his  staff. 

• discussed  the  internal  operating  proce- 
dures of  the  Board  of  Medical  Review. 

• recommended  that  the  Society  sponsor  a 
meeting  with  representatives  from  the 
state  specialty  societies  and  hospital 
medical  staffs  at  which  the  influence 
of  local  and  national  legislation  would 
be  examined.  Many  members  remain  un- 
aware of  the  impact  of  state  and  feder- 
al legislation  on  their  practices  and 
the  AMA’s  impact  in  Washington.  Sug- 
guested  speakers  included  leaders  from 
the  Society,  the  AMA,  and  AMP AC. 

1985  MEDICARE  DEDUCTIBLE  AND  COINSURANCE 
RATES  ESTABLISHED 

Beginning  January  1,  1985,  the  deductible 
for  Medicare  Part  A (hospital  services) 
increased  from  $365  to  $400.  The  share  of 
the  daily  hospital  charge  paid  for  by  Medi- 
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MEDICARE  RATES  ANNOUNCED  (continued) 

care  beneficiaries  also  increased  January  1, 
as  did  premiums  for  supplemental  health  in- 
surance, Medicare  Part  B,  which  covers  phy- 
sician bills  and  other  outpatient  services. 
Representing  a six  per  cent  increase  from 
the  1984  charge,  the  premium  for  supplement- 
al insurance  currently  is  $15.50  per  month. 

The  Medicare  patient’s  share  of  the  daily 
hospital  charge  from  the  61st  to  90th  day 
in  the  hospital  is  $100,  up  from  the  $89 
charged  last  year.  For  hospital  stays 
longer  than  90  days,  the  share  of  the  bill 
will  be  $200  a day,  an  increase  of  $22. 
Medicare  patients  also  are  responsible  for 
paying  $50  a day  for  the  21st  through  the 
100th  days  of  treatment  in  a skilled  nurs- 
ing facility. 

NEW  CODING  SYSTEM  FOR  MEDICARE  CLAIMS 

Effective  December  26,  1984,  all  Blue 
Shield  and  federal  Medicare  claims  must  be 
filed  according  to  the  Common  Procedure 
Coding  System  (HCPCS) . The  new  coding,  re- 
quired by  the  Health  Care  Financing  Adminis- 
tration, is  based  on  codes  published  in  the 
Current  Procedural  Terminology,  4th  Edition 
(CPT-4) . Due  to  copyright  restrictions, 
the  CPT-4  manual  must  be  ordered  from  the 
Order  Department  OP-341,  American  Medical 
Association,  PO  Box  10946,  Chicago,  Illinois 
60611.  Questions  concerning  the  conversion 
to  a new  code  should  be  directed  to  the 
Blues’  Professional  Relations  Department 
(274-4848) . 


NEW  BOOK  ON  RHODE  ISLAND  CLINICAL 
INVESTIGATORS 

The  Rhode  Island  Department  of  Economic 
Development  recently  published  a 262-page 
directory  which  permits  computer  access 
to  315  biomedical  researchers,  including 
physicians,  in  219  categories.  The  Rhode 
Island  Biomedical  Research  Directory  in- 
cludes a listing  of  the  state’s  clinical 
investigators  in  alphabetical  order,  fol- 
lowed by  a brief  biographical  description 
for  each  entry,  a summary  of  their  re- 
search interests,  and  key  words  for  com- 
puter retrieval.  It  has  been  designed  to 
provide  "businesses,  scientists,  and  ad- 
ministrators in  the  medical  field  with 
direct  access  to  the  state’s  researchers 
and  their  activities." 


RESEARCH  IN  RHODE  ISLAND  (continued) 

The  core  research  base  of  Rhode  Island, 
according  to  department  officials,  consists 
of  two  major  universities.  Brown  University 
and  the  University  of  Rhode  Island,  plus 
eight  teaching  hospitals  and  SEARCH,  a 
health  statistics  consortium  which  since 
1968  has  been  collecting  and  revising  in- 
formation on  a patient  registry  of  700,000 
persons.  This  activity  is  supplemented  by 
the  state’s  other  hospitals  and  350  labor- 
atories. In  1981  some  30  major  health  or- 
ganizations, employing  approximately  20,000 
workers,  generated  $750  million  for  the 
state’s  economy. 

According  to  the  new  publication,  Rhode 
Island  scientists  currently  are  investi- 
gating six  major  areas:  health  care  evalu- 

ation, gerontology,  cancer,  diabetes,  pre- 
ventive cardiologic  studies,  and  psychia- 
tric epidemiology.  In  addition,  there  are 
specialized  research  facilities  dealing 
with  artificial  organs,  electron  micro- 
scopy image  analysis,  environmental  toxi- 
cology, experimental  radiation,  and  mole- 
cular biology. 

Copies  of  the  Biomedical  Research  Direc- 
tory and  a companion  volume,  Rhode  Island: 
The  Link  Between  Biomedical  Research  and 
Industry,  are  available  from  the  Department 
of  Economic  Development,  7 Jackson  Walkway, 
Providence,  Rhode  Island  02903. 


NUTRITION  RESOURCE  BOOK  PUBLISHED 

The  Office  of  Nutrition  Services  of  the 
Rhode  Island  Department  of  Health  recently 
released  "Nutrition  Resources  in  Rhode 
Island:  1984-1985."  It  includes  an  alpha- 

betical listing  of  agencies  throughout  the 
state  which  provide  either  direct  services, 
counseling,  or  weight  control  programs. 

The  booklet  is  conveniently  indexed  by  the 
type  of  service  provided  and  the  agency. 

The  department’s  "nutrition  hotline"  also 
supplies  free  patient  education  materials 
in  limited  quantities  to  physicians  and 
other  health  providers. 

For  additional  information  call  the  Office 
of  Nutrition  Services  at  277-2309. 

The  "nutrition  hotline"  may  be  reached  at 
the  same  number  from  1:00-3:00  pm,  Mondays 
through  Fridays. 
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WOMEN  & INFANTS  STARTS  NEW  PROGRAM 

Women  & Infants'  Hospital,  in  cooperation 
with  Central  High  School,  Providence,  and 
the  Providence  school  department,  has  ini- 
tiated a one-year  pilot  program  targeted 
at  pregnant  teenagers.  The  goal  of  the 
project,  which  has  been  funded  by  the  RI 
Department  of  Social  and  Rehabilitative 
Services,  is  to  provide  these  adolescents 
with  every  possible  opportunity  to  complete 
their  education.  By  offering  comprehen- 
sive pre-natal  care,  pregnancy  and  parent- 
ing education,  and  social  services  in  the 
high  school  setting,  the  pregnant  or 
parenting  adolescent  will  not  be  forced 
to  miss  school  for  clinic  visits  or  coun- 
seling. Additional  information  is  avail- 
able from  May  Kernan  at  the  hospital 
(274-1100,  ext.  1539). 

PHYSICIANS  NEEDED  TO  SERVE  ON  PANELS 

The  Council  on  Scientific  Affairs  of  the 
American  Medical  Association  is  seeking 
physicians  to  serve  on  expert  panels  which 
research  areas  of  medicine  in  depth  and 
report  their  findings  to  the  full  Council 
for  presentation  to  the  AMA  House  of  Dele- 
gates . 

Previous  panels  have  analyzed  such  topics 
as  mammography,  chelation  therapy,  and 
inflatable  infusion  pumps.  The  areas  cur- 
rently under  investigation  include  lasers 
and  surgery,  diagnosis  and  treatment  of 
allergies,  diet  and  cancer,  and  thermo- 
graphy . 


EXPERTS  NEEDED  (continued) 

AMA  members  interested  in  serving  on  these 
or  other  panels  should  send  their  curricul- 
um vitae  and  area  of  interest  to  the  Coun- 
cil on  Scientific  Affairs,  535  North  Dear- 
born, Chicago,  Illinois  60610. 

CHAMPUS  CLAIMS  FREQUENTLY  MISFILED 

According  to  officials  of  the  Civilian 
Health  and  Medical  Program  (CHAMPUS) , in- 
surance claims  filed  by  physicians  and 
hospitals  for  military  personnel  frequently 
are  sent  to  the  incorrect  place.  CHAMPUS 
claims  should  not  be  submitted  for  patients 
on  active  duty.  These  bills  should  be  sent 
directly  to  the  patient  or  to  the  health 
benefits  officer  at  the  nearest  military 
institution.  The  families  of  those  on  ac- 
tive duty,  however,  are  eligible  to  use 
CHAMPUS,  as  are  military  retirees  and  their 
families  and  the  surviving  family  members 
of  deceased  military  personnel. 

PERIPATETICS 

Rhode  Island  physicians  in  the  news  are: 

• New  medical  staff  officers  at  the  Roger 
Williams  General  Hospital  are  Drs  Howard 
Sturim,  a plastic  surgeon,  president; 
Ronald  C.  Hillegass,  an  orthopedic  sur- 
geon, vice-president;  and  Philip  A.  O' 
Dowd , an  internist,  secretary-treasurer. 
Dr  Steven  I.  Cohen,  a Providence  urolo- 
gist who  is  the  RIMS  councilor  from  the 
Providence  Medical  Association,  was 
named  executive  committee  delegate. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

EVALUATING  DISABILITY  INSURANCE 

While  the  financial  consequences  of  a disability  may  be  disasterous,  physicians  — like 
most  persons  — frequently  pay  more  attention  to  life  insurance  than  to  their  disability 
coverage.  Although  many  doctors  obtain  their  disability  policies  through  group  programs 
sponsored  by  professional  societies,  insurance  brokers  often  recommend  using  a group 
policy  primarily  as  a means  of  supplementing  individual  coverage.  The  individual  plan 
should  be  purchased  first.  Because  the  amount  of  maximum  benefits  payable  under  most 
individual  policies  is  reduced  by  the  amount  of  coverage  already  in  force,  any  payments 
from  group  policies  or  the  temporary  disability  insurance  (TDI)  program  may  be  sub- 
tracted from  the  total  maximum  benefits  allowable. 

It  must  be  emphasized  that  disability  insurance  policies  generally  are  characterized  by 
fine-print  limitations  which  may  well  mean  the  difference  between  good  and  poor  protec- 
tion. Some  key  provisions  to  look  for  include: 
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PRACTICE  MANAGEMENT  QUESTION  (continued) 


Regular,  occupation:  Disability  may  be  defined  as  the  inability  to  perform:  1)  any  occu- 

pation; 2)  an  occupation  for  which  you  are  suited  by  education,  training,  and  experience: 
3)  any  of  the  responsibilities  of  your  current  practice;  or  4)  all  of  the  responsibili- 
ties of  your  current  practice.  The  most  desirable  coverage  Insures  against  disability  in 
its  narrowest  sense,  ie,  the  inability  to  perform  the  functions  of  your  specialty  or 
subspecialty. 

Pa/utiiXZ.  Oh.  d^ahiZAXy:  Good  policies  offer  partial  (also  called  residual)  bene- 

fits, allowing  physicians  to  practice  with  a reduced  workload  and  still  remain  eligible 
to  collect  benefits. 

(JlJ acting  peAyCod:  Generally  30,  60,  or  90  days,  this  is  a standard  policy  feature  which 

establishes  the  amount  of  time  between  the  disability  and  collection  of  benefits.  Phy- 
sicians should  be  especially  careful  to  look  for  any  clauses  which  prevent  the  pa5mient 
of  benefits  while  accounts  receivable  or  other  practice-related  income  are  still  being 
received . 

1 

Be.ne.^AX  peAlod:  Depending  on  whether  short-  or  long-term  coverage  is  selected,  the  I 

benefit  period  may  last  from  one  to  five  years,  up  to  65  years  of  age,  or  for  the  . 

policyholder's  lifetime. 

R 2.n2WabtLity » Disability  policies  generally  are  noncancelable,  guaranteed  renewable,  or 
class  cancelable.  A noncancelable  policy,  while  the  most  expensive  option,  is  renewable  , 
at  the  option  of  the  policyholder  up  to  a given  age  with  no  premium  rate  Increases.  A 
guaranteed  renewable  policy  also  may  be  renewed,  yet  it  is  subject  to  rate  increases. 

Moreover,  there  are  additional  riders  and  provisions  which  should  be  examined: 

e.xt6tcng  CO ndttco n6  «•  The  policy  or  a rider  may  cover  certain  pre-existing  conditions 
such  as  congenital  dysfunctions.  It  is  preferable  to  purchase  a policy  in  which  the  eli- 
gibility for  benefits  is  determined  by  when  the  disability  first  becomes  "manifest" 
rather  than  when  it  "originates." 

Incontestable  An  incontestable  clause  establishes  a time  limit  after  which  the 

insurance  company  may  not  contest  the  validity  of  the  claim,  especially  as  it  relates  to 
a pre-existing  condition. 

PaeSumptton  cUsabtttty:  A presumptive  disability  clause  guarantees  payment  of  full 

benefits,  regardless  of  whether  the  policyholder  actually  can  continue  to  work,  for 
certain  conditions,  such  as  amputation  of  the  feet  or  hands  or  loss  of  their  use.  Some 
policies  also  cover  loss  of  eyesight,  speech,  or  hearing.  Most  group  plans  do  not  in- 
clude a presumptive  disability  clause. 

EX-CtuStonS  «•  While  good  policies  contain  as  few  exclusions  as  possible,  most  do  not 
cover  disabilities  stemming  from  military  service  and  normal  pregnancies. 

jjJaiveA  pacnUuJv:  This  simply  means  that  the  premium  is  waived  during  the  period  of 

disability. 

Soctal  SccJUAtty  atdeA:  Under  this  provision,  the  insurance  company  will  pay  additional 

benefits  if  the  insured  does  not  meet  the  increasingly  restrictive  criteria  for  collec- 
ting benefits. 


NOTE:  Under  the  temporary  disability  insurance  (TDI)  program,  all  RI  wage  earners 

pay  1.2  per  cent  of  their  first  $10,400  in  salary  toward  disability  coverage.  The 
maximum  pay-out  is  $171  per  week  for  26  weeks  in  one  year.  There  also  is  a depend- 
ency allowance  of  $5/week  for  each  child  under  18  years  of  age. 


SEMI-ANNUAL  CALENDAR  OF  CONTINUING 
MEDICAL  EDUCATION  EVENTS 


NOTE:  Lectures  and  courses  are  listed  by  the  date,  sponsor,  topic,  speaker,  and 
telephone  number  for  additional  information.  Please  call  the  contact  number  for 
specific  information  concerning  the  program. 


JANUARY 


3 


3 

O' 


8 

8 


17 

17 

18 
21 
23 
31 


The  Miriam  Hosp,  "Impact  of  the  Coronary  Artery  Surgery  Study  on 
the  Management  of  Patients  with  Angina  Pectoris,"  Lawrence  Cohen, 

MD,  274-3700  ext  4000 

General  Hospital-RIMC , "Epidemiology  of  Protozoans  and  Helminthic 
Infections,"  Stanley  M.  Aronson,  MD,  464-3493 

Women  & Infants  Hosp,  "OB/GYN  Endocrinology  Lecture,"  R.  Haning,  MD, 
274-1100  ext  1584 

General  Hosp-RIMC,  "Psychogeriatric  Case  Presentation,"  A.  Suvari, 

MD,  464-3493 

St  Joseph  Hosp,  "Modern  Laboratory  Advances  for  Diagnostic  Problems," 
Salvatore  Allegra,  MD,  456-3005  or  942-6610 

Fogarty  Memorial  Hosp,  "Sleep  Disorder,"  Joseph  O’Brien,  MD,  PhD, 
769-2200  ext  238 

General  Hosp-RIMC,  "Epidemiology  of  Protozoans  and  Helminthic  In- 
fections," Stanley  M.  Aronson,  MD,  464-3493 

The  Miriam  Hosp,  "The  Human  Nail  in  Health  and  Disease,"  Richard 
Scher,  MD,  274-3700  ext  4000 

Roger  Williams  General  Hosp,  "Pitfalls  in  the  Diagnosis  of  Abdominal 
Pain,"  M.  Judah  Folkman,  MD,  456-2350 

General  Hosp-RIMC,  "Therapeutic  Drug  Monitoring  Use  and  Abuse," 

Horace  Martin,  MD,  PhD,  464-3493 

Roger  Williams  General  Hosp,  "Mortality/Morbidity  Conference," 
456-2460 

The  Miriam  Hospital,  "Nutrition  and  Its  Effects  upon  the  Developing 
Nervous  System,"  Myron  Winick,  MD,  274-3700  ext  4810 


FEBRUARY 

1 General  Hospital-RIMC,  "Epidemiology  of  Zoonoses  Common  to  Animal 

and  Man,"  Stanley  M.  Aronson,  MD,  464-3493 

5 St.  Joseph  Hosp,  "Rehabilitation  Programs  for  the  Ambulatory  Post- 

MI  Patient,"  Irving  T.  Gilson,  MD,  456-3005 
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FEBRUARY 


11  Fogarty  Memorial  Hosp,  "Type  II  Diabetes,"  769-2200  ext  238 

11  General  Hospital-RIMC , "Use  and  Abuse  of  Alcohol  by  the  Elderly," 

David  Lewis,  MD,  464-3493 

12  General  Hospital-RIMC,  "Psychogeriatric  Case  Presentation," 

Hugo  Tausig,  MD,  464-3493 

14  The  Miriam  Hosp,  "Interventional  Radiology  in  the  Abdomen,"  Joseph  J. 
Ferrucci,  Jr,  MD,  274-3700  ext  4810 

15  General  Hospital-RIMC,  "Epidemiology  of  Human  Neoplasms,"  Stanley  M. 
Aronson,  MD,  464-3493 

15  Roger  Williams  General  Hosp,  "Childhood  Hepatic  Failure  and  Liver 

Transplantation,"  Jeffrey  A.  Biller,  MD,  456-2350 

21  General  Hospital-RIMC,  "Clinical  Pathological  Conference,"  Srecko 
Pogacar,  MD,  464-3493 

22  Women  & Infants  Hosp,  "Perinatal  Research  Colloquium,"  Karlis 
Adamsons,  MD,  274-1100  ext  1584 

23  Women  & Infants  Hosp,  "Diazoxide  and  Calcium  Channel  Blockers  in 
Preterm  Labor,"  Karlis  Adamsons,  MD,  274-1100  ext  1584 

25  General  Hospital-RIMC,  "The  Eye  as  a Mirror  of  Systemic  Disease 

in  the  Elderly,"  Robert  Bahr,  MD,  464-3493 

27  Roger  Williams  General  Hosp,  "ENT  Conference,"  456-2460 

27  Roger  Williams  General  Hosp,  "Mortality/Morbidity  Conference,"  456-2460 


MARCH 

5 St  Joseph  Hosp,  "Office  Management  of  Medical  Gynecological  Prob- 
lems," Alvin  Gendreau,  MD,  456-3005 

6 The  Miriam  Hosp,  "Viral  Hepatitis,"  Robert  W.  McCullom,  MD,  274-3700 
ext  4810 

8 The  Memorial  Hosp,  "Kenney  Day,"  Speakers  and  topics  to  be  announced, 

722-6000  ext  2142 

8 General  Hospital-RIMC,  "Epidemiology  of  Human  Neoplasms,"  Stanley  M. 

Aronson,  MD,  464-3493 

11  Fogarty  Memorial  Hosp,  "Type  II  Diabetes,"  769-2200  ext  238 

11  General  Hospital-RIMC,  "Family  Support  of  the  Frail  Elderly," 

John  P.  Fulton,  PhD,  464-3493 

12  General  Hospital-RIMC,  "Psychogeriatric  Case  Presentation," 

J.  Mioni,  MD,  464-3493 
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MARCH 

14  The  Miriam  Hosp,  "Hypothalmic  Pituitary  Disease,"  Ivor  Jackson,  MD, 
274-3700  ext  4000 

15  General  Hosp-RIMC,  "Epidemiology  of  Human  Neoplasms,"  Stanley  M. 
Aronson,  MD,  464-3493 

15  Roger  Williams  General  Hosp,  "Dysmorphology , " Murray  Feingold,  MD, 
456-2350 

21  General  Hospital-RIMC,  "Epidemiology  of  Human  Neoplasms,"  Stanley  M. 
Aronson,  MD,  464-3493 

25  General  Hospital-RIMC,  "Familial  Alzheimer's  Disease:  Its  Relation- 

ship to  Creutzf eldt-Jacob  Syndrome,"  Anna  Sotrel,  MD  464-3493 

27  General  Hospital-RIMC,  "Meeting  of  the  Rhode  Island  Neurological 
Society,"  S.  Pogacar,  MD,  464-3493 

27  Roger  Williams  General  Hospital,  "Mortality/Morbidity  Gonference," 
456-2460 

28  The  Miriam  Hosp,  "Glomerulopathies,"  Barry  M.  Breener,  MD,  274-3700 

30  Women  & Infants  Hosp,  "High  Risk  Mother  and  Fetus  Anesthesic  and 
Obstetrical  Management,"  274-1100  ext  1584 

APRIL 

2 St  Joseph  Hosp,  "New  Types  of  Surgical  Scapels  as  Applied  to  Modern 

Surgery,"  Allan  DiSimone,  MD,  456-3005 

4 The  Miriam  Hosp,  "Cardiac  Assistance  and  Cardiac  Replacement:  Hope 

or  Illusion?"  Pierre  Galletti,  MD,  PhD,  274-3700  ext  4810 

8 General  Hospital-RIMG , "The  Organization  of  Pathological  Changes  in 
the  Brain  in  Aging  and  Dementia,"  Thomas  Kemper,  MD,  464-3493 

9 General  Hospital-RIMC,  "Psychogeriatric  Case  Presentation," 

A.  Suvari,  MD,  464-3493 

12  Roger  Williams  General  Hosp,  "1984  at  its  Best,"  Frank  Oski,  MD, 
456-2350 

12  General  Hospital-RIMC,  "Epidemiology  of  Neoplasms  of  the  Respira- 
tory Tract,"  Stanley  M.  Aronson,  MD  464-3493 

18  The  Miriam  Hospital,  "Lymphocyte  Immunology,"  Abul  Abbas,  MD, 
274-3700  ext  4000 

22  General  Hosp-RIMC,  "Psychiatric  Aspects  of  CNS  Infections,"  S. 
Pogacar,  MD,  464-3493 

24  Roger  Williams  General  Hospital,  "ENT  Conference,"  456-2460 

24  Roger  Williams  General  Hospital,  "Mortality /Morbidity  Conference," 

456-2460 
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APRIL 

26  General  Hospital-RIMC , "Epidemiology  of  Neoplasms  of  the  GI  Tract," 
Stanley  M.  Aronson,  MD,  464-3493 

27  Women  & Infants  Hosp,  "Obstetrics  and  Gynecology  Endocrine  Conference," 
R.  Haning,  MD  274-1100  ext  1584 

MAY 

2 The  Miriam  Hospital,  "Hematology,"  Thomas  Duffy,  MD,  274-3700  ext  4000 

4 Bradley  Hospital,  "New  England  Council  of  Child  Psychiatry:  Issues  in 

Infant  Psychiatry,"  Barry  Nucombe,  MD  & Charles  Zeanah,  MD,  434-3400 

CONTINUING  SERIES 

BROWN  UNIVERSITY  DEPT.  OF  PSYCHIATRY  & HUMAN  BEHAVIOR  (456-3881) 

3rd  Monday:  Neuroscience  Seminar  Series,  Providence  VA 

3rd  Thursday:  Grand  Rounds,  varying  location 

1st  Thursday:  Chairman’s  Case  Conference,  Butler  Hospital 

PAWTUCKET  MEMORIAL  HOSPITAL  (722-6000  ext.  2142) 


Every  Monday: 
Every  Tuesday: 

Alt.  Tuesday: 
Tuesday  and 
Thursday: 

Every  Wednesday: 


Every  Thursday: 


Monthly: 


12:15  pm 
8:00  am 
8:30  am 
12:15  pm 


Medicine/Family  Medicine  Core  Curriculum 
Hematology /Oncology  Conference 
Cardiology  Conference 
Journal  Club 


8:15  am  Rehabilitation/Geriatrics  Conference 

10:15  am  Radiology  Conference 

8:00  am  Pediatric  Conference 

10:00  am  Medical  Grand  Rounds 

12:15  pm  Pulmonary  Case  Review 

3:00  pm  Pathology  Conference 

8:00  am  OB/GYN  Conference 

8:00  am  Orthopedic  Conference 

8:00  am  Surgical  Grand  Rounds 

12:00  pm  Family  Practice  Grand  Rounds 

4:30  pm  Surgical  Service  Conference 

Tumor  Board  Conference 


ROGER  WILLIAMS  GENERAL  HOSPITAL  (456-2460) 


2nd  Monday: 

Every  Tuesday: 
Every  Wednesday: 

1st  and  3rd  Wed: 
Every  Friday: 


7:30  am 
11:00  am 
7:30  am 
7 : 30  am 
7 : 30  am 
8:00  am 


Vascular  Conference 

Combined  Medical  Grand  Rounds  (with  VA) 

Anesthesia  Conference  (not  on  4th  Wednesday) 
General  Surgical  Conference  (not  on  4th  Wednesday) 
Orthopedic  Conference 
Rheumatology  Grand  Rounds 


WOMEN  & INFANTS  HOSPITAL  (274-1100  ext  1584) 


1st  Saturday: 
2nd  Saturday: 
3rd  Saturday: 
Every  Saturday: 


9:00  am  Senior  Resident  Presentation 

9:00  am  Journal  Club 

9:00  am  Obstetrics  and  Gynecology  Surgical  Complications 

8:00  am  OB/GYN  Grand  Rounds  (not  on  1/19;  1/26;  2/23; 

3/30;  and  4/27) 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• SamC'Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95 ; plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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While  an  inflamed  eye  may  be  caused  by  the  commonly-diagnosed  conjunctivitis  or  other  localized  ocular  dysfunctions,  it  may  also 
signal  the  presence  of  systemic  problems  or  even  life-threatening  disease.  The  child  depicted  on  the  cover,  for  example,  presented 
with  a drooping  left  eyelid  two  days  after  a playground  fight.  The  diagnosis,  however,  was  unrelated  to  the  trauma.  See  page  25. 
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why  so  many  doctors 
feel  so  good  about 
Master  Health! 


Master  Health  is  based  on  preventive  medical  care,  so  it 
covers  more  patient  services,  including  office  visits.  Emergency 
Room  visits,  out  of  area  medical  care,  physical  exams,  immuniza- 
tions and  much  more. 

And  Master  Health  reimburses  physicians  for  their  services 
promptly,  with  no  hassles,  no  red  tape. 

Master  Health  is  designed  to  keep  hospital  stays  short  and 
costs  under  control,  so  it  can  cover  a much  broader  range  ofhome 
care  and  non-hospital  costs.  That’s  not  the  case  with  other  health 
care  plans. 

That’s  why  so  many  doctors  feel  so  good  about  Master  Health. 
And  why  you  will,  too. 


Master  Health 

Ocean  State  Master  Health  Plan 

3.^9  Eddy  Street  Prov..  R.I.  02903  401-2''3-'"050 

It  pays  to  keep  you  healthy. 


Rhode  Island  Medical  Journal 


EDITORIAL 


Deinstitutionalization  in 
Rhode  Island 

While  traveling  overseas  awhile  back,  this  writer 
came  upon  an  intriguing  story  dispatched  by  the 
New  York  Times  to  the  International  Herald  Tribune, 
that  refuge  for  Americans  abroad.  Titled 
“Emptying  Mental  Hospitals:  A Quick  Fix  That 
Backfired,”  it  describes  the  widespread  difficul- 
ties produced  by  the  release  of  most  mentally-ill 
patients  from  hospitals  to  the  community,  and 
characterized  the  movement  as  a “major  failure.” 
A critique  by  the  American  Psychiatric  Associa- 
tion spread  the  blame  widely  among  politicians, 
civil  liberitarians,  lawyers,  and  psychiatrists.  Cost- 
conscious  policy  makers  were  quick  to  buy  opti- 
mistic projections  that  were  in  some  cases  based 
on  misinformation  and  a willingness  to  suspend 
skepticism.  There  was  often  an  overreliance  on 
drugs  to  do  the  work  of  society. 

Doctor  Robert  H.  Felix,  director  of  the  Nation- 
al Institute  of  Mental  Health,  declared  that  many 
patients  who  left  the  institutions  never  should 
have  done  so:  “We  psychiatrists  saw  too  much  of 
the  old  snake  pit,  saw  too  many  people  who 
shouldn’t  have  been  there  and  we  overreacted.” 
Doctor  John  A.  Talbot,  President  of  the  Amer- 
ican Psychiatric  Association,  expressed  concern 
that  “our  credibility  today  is  probably  damaged 
because  of  it.”  The  new  policy  had  been  sup- 
ported by  many  national  professional  and  philan- 
thropic organizations,  prominent  figures  in 
medicine,  the  academic  community,  and  the  po- 
litical establishment. 

It  is  now  realized  that  the  concept  of  commu- 
nity mental  health  centers  was  oversold.  Not 
enough  resources  were  made  available  to  do  the 
job  adequately,  f he  discharge  of  mental  patients 
accelerated  during  the  late  1960s  and  early 
1970s.  In  some  states  commitment  powers  were 
limited  by  the  courts.  Failure  of  the  mentally  ill  to 
take  their  medications  or  to  be  adequately  housed 
and  monitored  have  often  produced  disastrous 
results.  One  of  the  effects  in  such  j)laces  as  New 
York  has  been  a scandalous  increase  in  the  num- 
ber of  street  people  — not  always  a result  of 


Reaganomics  — and  in  victims  lodged  in  substan- 
dard housing,  in  slum  quarters,  and  in  welfare 
hotels. 

The  picture,  however,  is  not  dismal  every- 
where. Rhode  Island  is  a shining  example  of  a 
successful  experience  in  deinstitutionalization. 
This  is  largely  a result  of  the  wise  planning  and 
leadership  of  the  former  director  of  the  Rhode 
Island  Department  of  Mental  Health,  Rehabilita- 
tion, and  Hospitals  (MHRH),  Doctor  Joseph  Be- 
vilacqua,  who  w'as  a theorist  and  architect  of  this 
approach.  A sociologist  and  administrator  of 
skill,  he  demonstrated  how  to  put  the  political 
jigsaw  puzzle  together  and  an  excellent  system  of 
mental  health  centers,  now  spanning  the  state, 
was  established.  Patients  have  been  carefully  eval- 
uated and  screened  and  then  ensconced  in  group 
homes,  nursing  homes,  and  in  their  own  home 
environment.  Patients  have  been  discharged  in 
numbers  from  the  Medical  Center  General  Hos- 
pital for  the  chronically  ill,  from  the  Ladd  School 
for  the  Mentally  Retarded,  and  from  Zambarano 
Memorial  Hospital  as  well.  So  successful  was  the 
program  here  that  it  inspired  a recent  series  of 
laudatory  articles  in  the  Providence  Journal  Bulle- 
tin. 

The  contraction  of  the  state  institutions  is  ex- 
pected to  continue  as  the  need  will  diminish  with 
better  care  of  the  mentally  ill,  aged,  and  chroni- 
cally disabled.  There  initially  has  been  some  re- 
cidivism, but  much  less  than  in  other  states. 

What  of  the  future?  The  department  of 
MHRH  was  left  in  good  hands  when  Doctor  Be- 
vilacqua  left  for  Virginia.  His  successor  was  his 
associate  director  and  disciple,  Tom  Romeo.  He 
has  ably  and  amiably  carried  on  the  policies  of  his 
predecessor  and  mentor,  and  the  department  is 
in  good  shape  and  a model  to  be  emulated  else- 
where. As  we  went  to  jjress,  Ciovernor  Edward  Di 
Prete  announced  that  Mr.  Romeo  will  continue  as 
Director. 

Seebert  J.  (ioldowsky.  Ml) 
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lOR  SEVERE  COUGHS^  CAN  YOU 
■REMEMBERTHESE  LEHERS? 


• 16  FLOZ.(1PT.) 


You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 

Robitussiif-DAC^ 

Each  5 ml  (1  teaspoonful)  contains: 

Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP  10  mg 

(Warning:  May  be  habit  forming) 

Alcohol  1 .4  percent 


AH'I^OBINS 

Pharmaceutical  Division 
Richmond,  Virginia  23261-6609 
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1985:  A Time  for  Change 

If  the  Rhode  Island  Medical  Society  is  to  continue 
functioning  as  your  advocate,  the  intense  pres- 
sures of  modern  medical  practice  demand  sweep- 
ing changes  in  the  way  the  Society  is  governed. 
Historically,  we  have  operated  through  the 
House  of  Delegates  and  the  Council  on  the  prem- 
ise that  all  Rhode  Island  physicians  belonged  to 
district  societies  which  met  regularly,  held  busi- 
ness meetings  on  social  and  economic  problems, 
and  served  as  a source  of  information.  This  clear- 
ly is  not  the  case. 

Fact:  The  hospital  has  become  the  primary 
focus  of  professional  activity  as  more  and  more 
physicians  derive  significant  portions  of  their  in- 
comes from  this  source.  More  than  10  per  cent  of 
all  non-federal  physicians  are  full-time  hospital 
employees,  and  25  per  cent  have  some  type  of 
financial  arrangement  with  their  institution.  The 
increasing  importance  of  the  hospital  and  medi- 
cal staffs  is  demonstrated  by  the  dramatic  growth 
of  the  Staff  Physicians  Association  of  Rhode  Is- 
land (SPARI)  and  the  AMA  Hospital  Medical 
Staff  Section,  which  attracts  almost  1,000  repre- 
sentatives to  its  semi-annual  meetings. 

Fact:  Specialty  societies  provide  one  of  the  most 
meaningful  methods  of  exchanging  clinical  and 
socio-economic  information  for  physicians  with 
similar  professional  interests.  They  also  supply  a 
forum  for  specialists  to  express  their  concerns, 
seek  practical  advice,  and  formulate  plans  for 
dealing  with  such  groups  as  Blue  Cross/Blue 
Shield,  professional  review  organizations.  Medi- 
care, and  state  agencies. 

Fact:  Many  district  societies  now  fill  a primarily 
social  role  by  supplying  a means  for  members  to 
entertain  their  peers  and  spouses  and  “to  pro- 
mote friendly  intercourse  among  physicians,” 
one  of  the  original  purposes  of  the  Society  when  it 
was  established  in  1812. 

Fact:  The  only  other  source  of  inf  ormation  may 
be  through  the  deluge  of  mail  that  arrives  daily  in 
our  offices.  All  too  often  this  is  characterized  by 
bureaucratic  nonsense,  mandated  billing  re- 
quirements, new  codes,  and  incomj)rehensible 


Paul  J.  M.  Healey,  MD 


computer  jargon.  Occasionally,  we  receive  an 
item  of  “good  news”  such  as  the  announcement 
that  malpractice  premiums  were  to  increase 
“only”  30  per  cent  instead  of  the  requested  55  per 
cent. 

Fact:  Efficient  practices  must  be  run  like  the 
small  businesses  that  they  are.  Effective  manage- 
ment requires  a rapid  exchange  of  information, 
decisive  actions,  swift  policy  development 
mechanisms,  and  a new  way  of  doing  things. 

Where  does  all  this  lead  us?  The  by-laws  of  the 
Rhode  Island  Medical  Society  must  be  reconsti- 
tuted; they  need  radical  change  to  serve  the  mem- 
bership better.  These  changes  must  reflect  the 
environment  of  1985  medical  practice  and  be 
more  responsive  to  the  needs  and  concerns  of 
physicians  today.  The  Council  needs  to  be 
streamlined.  The  House  of  Delegates  must  be 
modernized  and  refilled  with  a vigor  that  is 
appropriate  to  the  megatrends  of  medicine,  n 
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There  must  be  a good  reason  why 

we’ve  grown  so. 


WeVe  become  the 
trusted  back-up 
resource  for  more 
Rhode  Island 

doctors  (and  their  patients) 

than  anyone  else. 

We  carry  just  about  EVERYTHING  for  Home 
Health  Care  . . . which  mecins.  eventhlng  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthofxdic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 


WeVe  expanded  two 
important  services. 

With  the  closing  of  Abbey  Medical/Cranston 
Surgical  in  Garden  City,  we  have  taken  over 
two  of  their  important  services. 

1.  John  “JT  " Thorpe  and  Brenda 
Schofield,  specialists  in  Rehabili- 
tation and  Customized  Modifica- 
tion of  Wheelchairs,  are  now  on 
our  staff,  offering  their  unique 
and  v^uable  service. 

2.  We  have  added  Abbey's  Ostomy 
business  to  ours.  We  are  Head- 
quarters for  Hollister.  Squibb. 

United.  Bard/Coloplast.  Marlen. 

Davol  and  other  Ostomy  Products. 

Dorothy  O'Donnell,  with  over  25 
years  experience  in  this  specialty, 
is  head  of  our  Ostomy  Department. 
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Accepted  and  Processed 
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NECROLOGY  — 1984 


Joseph  D.  Akers,  MD 

Doctor  Joseph  D.  Akers,  a Pawtucket  anesthe- 
siologist, died  July  5,  1984  at  the  age  of  60  years. 

After  receiving  his  medical  degree  from  the 
University  of  Illinois,  he  completed  his  residency 
training  at  Cook  County  Hospital,  Chicago,  and 
the  University  of  California  at  San  Francisco. 
Doctor  Akers  was  a veteran  of  both  World  War  II 
and  the  Korean  conflict.  In  1953,  he  assumed 
responsibilities  for  a small  hospital  in  Urivan, 
Colorado,  where  he  practiced  general  medicine 
and  devoted  much  of  his  practice  to  miners  suf- 
fering from  black  lung  disease.  He  was  a member 
of  the  American  Medical  Association,  Rhode  Is- 
land Medical  Society,  and  Pawtucket  Medical 
Association. 

Doctor  Akers  was  the  husband  of  Penny  Akers. 

Francesco  Cannistra,  MD 

Doctor  Francesco  Cannistra,  a Woonsocket  ob- 
stetrician and  gynecologist  for  25  years,  died  May 
7,  1984  at  the  age  of  58  years. 

A graduate  of  the  University  of  Messina  (Italy) 
School  of  Medicine,  Doctor  Cannistra  completed 
his  postgraduate  training  at  Quincy  City  (Mas- 
sachusetts) Hospital  and  worked  at  Beth  Israel 
from  1953  until  1959,  when  he  established  his 
practice  in  Woonsocket.  At  the  time  of  his  death, 
he  was  a member  of  the  American  Medical  Asso- 
ciation, Rhode  Island  Medical  Society,  Woon- 
socket Medical  Association,  American  College  of 
Surgeons,  American  College  of  Obstetricians/ 
Gynecologists,  and  New  England  Society  of  Ob- 
stetricians/Gynecologists. 

Doctor  Cannistra  was  the  husband  of  Mary  A. 
Cannistra. 

Thomas  A.  Egan,  MD 

Doctor  Thomas  A.  Egan,  who  practiced  anesthe- 
siology at  St.  Joseph  and  Roger  Williams  General 
Hospitals  before  his  retirement,  died  July  16, 
1984  at  the  age  of  74  years. 

A graduate  of  Providence  College  and  the 
(ieorgetown  University  School  of  Medicine,  Doc- 
tor Egan  completed  his  internship  at  St.  Josejjh 
Hospital,  and  his  residency  training  at  the  New 
55)rk  City  Foundling  Hospital.  A veteran  of 
World  War  II,  Doctor  Egan  practiced  occupa- 


tional medicine  at  the  Boston  Navy  Yard  until  his 
retirement  in  1982,  when  he  became  chief  of 
occupational  medicine.  Army  Material  Machine 
Reserve  Center,  Natick,  Massachusetts.  He  be- 
longed to  the  American  Medical  Association, 
Rhode  Island  Medical  Society,  and  Providence 
Medical  Association. 

He  was  the  husband  of  Charlotte  E.  Egan. 

Edward  V.  Famiglietti,  MD 

Doctor  Edward  V.  Famiglietti,  a Providence 
surgeon,  died  April  15,  1984  at  the  age  of  77 
years. 

A 1928  graduate  of  Brown  University,  Doctor 
Famiglietti  received  his  medical  degree  from  the 
Johns  Hopkins  University  Medical  School,  where 
he  completed  his  internship  in  1933-43.  He  was  a 
fellow  in  surgery  at  the  Mayo  Clinic  from  1935 
until  1937.  After  serving  as  chief  surgeon  of 
Grundy  (Virginia)  Hospital,  he  moved  to  Provi- 
dence in  1940  and  established  practice.  He  was  a 
member  of  the  American  Medical  Association, 
Rhode  Island  Medical  Society,  Providence 
Medical  Association,  American  College  of 
Surgeons,  and  Providence  Surgical  Society. 

Doctor  Famiglietti  was  the  husband  of  Isabelle 
Famiglietti. 

Herbert  E.  Harris,  MD 

Doctor  Herbert  E.  Harris,  who  practiced 
orthopedic  surgery  for  49  years  in  Providence 
before  his  retirement  in  1960,  died  September 
21,  1984  at  the  age  of  99  years. 

Doctor  Harris  graduated  from  Brown  Uni- 
versity in  1907  and  received  his  medical  degree 
from  Harvard  Medical  School  in  1911.  He  com- 
pleted his  residency  training  at  the  Children’s 
Hospital,  Boston.  He  was  a member  of  the  Amer- 
ican Medical  Association,  Rhode  Island  Medical 
Society,  American  C’.ollege  of  Surgeons,  and 
American  College  of  Orthopedic  Surgeons. 

Doctor  Harris  was  the  husband  of  the  late  Lil- 
lian Harris. 

Melvin  D.  Hoffman,  MD 

Doctor  Melvin  I).  Hoffman,  a Providence  inter- 
nist, died  April  14,  1984  at  the  age  of  58  years. 
At  the  time  of  his  death.  Doctor  Hoffman  was 
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immediate  past  president  of  the  Rhode  Island 
Medical  Society,  a member  of  the  RIMS  Execu- 
tive Committee,  a member  of  the  Rhode  Island 
Board  of  Medical  Review,  and  a representative  to 
the  AM  A Health  Policy  Agenda  for  the  American 
People  Committee.  Maintaining  a life-long  in- 
terest in  the  Boy  Scouts,  he  was  the  medical  direc- 
tor of  Camp  Yawgoog.  He  also  was  actively  in- 
volved in  many  community  organizations,  includ- 
ing the  Interagency  Council  on  Smoking,  Rhode 
Island  Heart  Association,  American  Heart  Asso- 
ciation, and  Governor’s  Advisory  Commission  on 
the  Aging.  Doctor  Hoffman  was  a former  presi- 
dent of  the  medical  staff  at  The  Miriam  Hospital. 

A 1948  graduate  of  Providence  College,  Doc- 
tor Hoffman  received  his  medical  degree  from 
Hahnemann  Medical  College  and  completed  his 
postgraduate  training  at  the  Rhode  Island  Hos- 
pital. He  belonged  to  the  American  Medical  Asso- 
ciation, Rhode  Island  Medical  Society,  Provi- 
dence Medical  Association,  American  Society  of 
Internal  Medicine,  Rhode  Island  Society  of  Inter- 
nal Medicine,  and  numerous  other  professional 
and  civic  organizations. 

Doctor  Hoffman  was  the  husband  of  Elaine 
Hoffman. 

Thomas  J.  Lalor,  MD 

Doctor  Thomas  J.  Lalor,  who  practiced  general 
surgery  in  Woonsocket  for  more  than  50  years 
before  his  retirement  last  year,  died  November  5, 
1984  at  the  age  of  78  years. 

A 1927  graduate  of  the  Tufts  University  School 
of  Medicine,  Doctor  Lalor  served  internships  at 
Springfield  (Massachusetts)  Hospital;  Roxbury 
General  Hospital;  New  York  Lying-In  Hospital; 
and  St.  Luke’s  Hospital,  New  York  City.  A World 
War  II  veteran,  he  was  a member  of  the  Amer- 
ican Medical  Association,  Rhode  Island  Medical 
Society,  Woonsocket  District  Medical  Society,  and 
International  College  of  Surgeons.  He  was  a past 
president  of  the  medical  staff  at  Woonsocket  and 
Eogarty  Memorial  Hospitals. 

Doctor  Lalor  was  the  husband  of  Marie  Lalor. 

Harvey  P.  Lesselbaum,  MD 

Doctor  Harvey  P.  Lesselbaum,  a Providence 
radiologist  and  chief  of  radiology  at  The  Miriam 
Hospital  from  1954  until  1978,  died  June  28, 
1984  at  the  age  of  68  years. 

A graduate  of  Trinity  College,  Dublin,  and  the 
Medical  School  of  Trinity  College,  Doctor  Lessel- 
baum joined  the  British  Royal  Navy  as  a surgeon 
during  World  War  II  and  received  a citation  for 


distinguished  service  from  King  George  \T.  Be- 
forejoining The  Miriam  Hospital,  he  served  as  a 
resident  physician  at  hospitals  in  Great  Britain, 
New  York,  and  Boston.  In  1977,  he  was  honored 
by  the  American  College  of  Radiology  for  his 
distinguished  medical  achievements.  He  was  a 
member  of  the  Rhode  Island  Medical  Society  and 
the  Providence  Medical  Association. 

Doctor  Lesselbaum  was  the  husband  of  Sybil 
Lesselbaum. 

William  L.  Mauran,  MD 

Doctor  William  L.  Mauran,  a pediatrician  on  the 
staff  of  Rhode  Island  Hospital,  died  November 
23,  1984  at  the  age  of  74  years. 

A graduate  of  Providence  Country  Day  School 
and  Dartmouth  College,  Doctor  Mauran  received 
his  medical  degree  from  the  Tufts  University 
School  of  Medicine  in  1946.  He  served  an  in- 
ternship at  the  Methodist  Hospital  of  Central  Illi- 
nois, Peoria,  and  completed  his  residency  train- 
ing at  Presbyterian  Hospital,  Chicago,  and  Babies 
Hospital,  New  York.  He  was  a member  of  the 
American  Medical  Association,  Rhode  Island 
Medical  Society,  and  Providence  Medical  Asso- 
ciation. 

He  was  the  husband  of  Grace  R.  Mauran. 

William  J.  O’Connell,  MD 

Doctor  William  J.  O’Connell,  a Providence  inter- 
nist until  his  retirement  in  1978,  died  July  7,  1984 
at  the  age  of  70  years. 

A 1938  graduate  of  Tufts  University  School  of 
Medicine,  Doctor  O’Connell  completed  his  post- 
graduate training  at  The  Memorial  Hospital, 
Pawtucket;  Rhode  Island  Hospital;  Truesdale 
Hospital,  Eall  River;  and  Henry  Lord  Hospital, 
Detroit.  He  served  as  a physician  at  Browm  Uni- 
versity from  1948  until  1958.  He  was  president  of 
the  Providence  Medical  Association  during  1954- 
1955,  a former  consultant  to  the  Institute  of  Men- 
tal Health,  and  a former  staff  member  of  the 
Rhode  Island  Hospital  and  St.  Joseph  Hospital. 
He  belonged  to  the  Rhode  Island  Medical  Socie- 
ty, Providence  Medical  Association,  American 
Society  of  Internal  Medicine,  Rhode  Island  Socie- 
ty of  Internal  Medicine,  American  Rheumatism 
Association,  and  New  England  Rheumatism 
Association. 

Joseph  W.  Reilly,  MD 

Doctor  Joseph  W.  Reilly,  a Woonsocket  internist, 
died  October  18,  1984  at  the  age  of  79  years. 

A 1926  graduate  of  Holy  Cross  College,  Doctor 
Reilly  received  his  medical  degree  from  the 
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Georgetown  University  School  of  Medicine  and 
completed  his  internship  at  St.  Elizabeth’s  Hos- 
pital, Boston.  He  undertook  additional  training 
in  cardiology  at  Harvard  Medical  School.  Chief  of 
medicine  at  Woonsocket  Hospital  from  1952  un- 
til 1957,  Doctor  Reilly  also  served  as  the  Black- 
stone  municipal  physician  for  many  years.  He  was 
a member  of  the  American  Medical  Association, 
Rhode  Island  Medical  Society,  W’oonsocket  Dis- 
trict Medical  Society,  and  New  England  Car- 
diovascular Society. 

Doctor  Reilly  was  the  husband  of  Miriam  Reil- 
ly- 

Frederick  R.  Riley,  MD 

Doctor  Erederick  R.  Riley,  former  chief  of  staff  at 
St.  Joseph  Hospital  and  physician  for  the  Doctor 
John  E.  Donley  Rehabilitation  Center  from  1960 
until  1982,  died  May  18,  1984  at  the  age  of  78 
years. 

A graduate  of  LaSalle  Academy  and  Provi- 
dence College,  Doctor  Riley  received  his  medical 
degree  from  the  Jefferson  Medical  College  in 
1931.  He  completed  his  postgraduate  training  at 
Rhode  Island  Hospital  and  was  a veteran  of 
World  War  II.  In  1983,  the  Donley  Center  hon- 
ored his  contributions  by  naming  a room  in  its 
new  wing  after  him.  Doctor  Riley  belonged  to  the 
Rhode  Island  Medical  Society  and  the  Providence 
Medical  Association. 

Doctor  Riley  was  the  husband  of  Erederika 
Riley. 

Agostino  Sammartino,  MD 

Doctor  Agostino  Sammartino,  who  practiced  in 
North  Providence  for  55  years,  died  April  26, 
1984  at  the  age  of  85  years. 

A 1923  graduate  of  Brown  University,  Doctor 
Sammartino  received  his  medical  degree  from 
the  College  of  Physicians  and  Surgeons,  Co- 
lumbia University,  and  completed  his  postgradu- 
ate training  at  St.  \4ncent  Hospital,  Bridgeport, 
Connecticut,  and  St.  Joseph  Hospital.  Chiel  of 
obstetrics  at  St.  Joseph  Hospital  for  more  than  25 
years.  Doctor  Sammartino  also  was  on  the  staff  of 
the  Roger  Williams  General  Hospital.  He  be- 
longed to  the  American  Medical  Association, 
Rhode  Island  Medical  Society,  and  Providence 
Medical  Association. 

Doctor  Sammartino  was  the  husband  of 
Frances  Sammartino. 

Michael  E.  Scala,  MD 

Doctor  Michael  E.  Scala,  a Providence  orthopedic 
surgeon,  died  July  21,1 984  at  the  age  of  59  years. 


A graduate  of  the  University  of  \’alparaiso  (In- 
diana), Doctor  Scala  received  his  medical  degree 
from  Loyola  University  (Chicago)  School  of 
Medicine  in  1950.  He  served  his  internship  and 
residency  training  at  Queens  General  Hospital, 
New  York;  Rhode  Island  Hospital;  and  Hospital 
for  Joint  Diseases,  New  York.  At  the  time  of  his 
death.  Doctor  Scala  was  on  the  staffs  of  The 
Memorial  Hospital,  Rhode  Island  Hospital,  Rog- 
er Williams  General  Hospital,  and  Mt.  Sinai  Hos- 
pital, New  York  City.  He  had  volunteered  his 
services  for  CARE  in  Afghanistan,  Indonesia  and 
elsewhere  on  a continuous  basis. 

Doctor  Scala  was  the  husband  of  Blanche  M. 
Scala. 

Francis  E.  Temple,  MD 

Doctor  Francis  E.  Temple,  Warwick,  died 
November  23,  1984  at  the  age  of  75  years. 

A 1936  graduate  of  the  Tufts  University  School 
of  Medicine,  Doctor  Temple  completed  his  res- 
idency training  at  St.  Joseph  Hospital  in  1938.  At 
the  time  of  his  death,  he  was  a member  of  the 
Rhode  Island  Medical  Society  and  Kent  County 
Medical  Society. 

Doctor  Temple  was  the  husband  of  Elizabeth 
L.  Temple. 

Johannes  Virks,  MD 

Doctor  Johannes  \4rks,  who  was  credited  with 
helping  establish  a comprehensive  service  net- 
work for  elderly  patients,  died  March  15,  1984  at 
the  age  of  65  years.  At  the  time  of  his  death,  he 
was  medical  program  director  for  MHRH  and 
Chairman,  Committee  on  Aging,  Rhode  Island 
Medical  Society. 

A native  of  Estonia,  Doctor  \4rks  received  his 
medical  degree  with  honors  from  the  Ceorg- 
August  Medical  School  in  Goettingen,  West  Ger- 
many. After  completing  his  residency  training  at 
Good  Samaritan  Hospital,  Cincinnati,  he  joined 
the  staff  of  Rhode  Island  Medical  Center  General 
Hospital  in  1952,  where  he  was  named  clinical 
director  in  1961  and  chief  of  medical  services  in 
1967.  He  was  a member  of  the  Rhode  Island 
Cancer  Control  Board  and  of  the  Brown  Uni- 
versity New  England  Long-Term  Gerontology 
Center.  He  belonged  to  the  American  Medical 
Association,  Rhode  Island  Medical  Society,  Provi- 
dence Medical  Association,  American  Society  of 
Internal  Medicine,  Rhode  Island  Society  of  Inter- 
nal Medicine,  American  College  of  Phvsicians, 
and  Rhode  Island  Heart  Association. 

He  was  the  husband  of  Hilda  \’irks. 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  Ae  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bu>  and  Folic  Acids, 
and  a wide  range  of  theraputic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANS  I ON  STRIiHT,  CRANS  I ON,  RI  02920 

943-1211 


RI  TOLL  FREE  1-800-942-1011 
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SPECIAL  REPORT 


The  Future  of  Medical  Practice 


Wendy  J.  Smith 


The  Council  on  Long-Range  Planning  of  the 
American  Medical  Association  has  dusted  off  its 
crystal  ball  and  taken  a look  at  what  the  future 
holds  for  physicians  and  the  delivery  of  medical 
care.  In  a comprehensive  100-page  report,  “The 
Environment  of  Medicine,”  the  AMA  Council 
analyzed  extensive  demographic  and  economic 
data  to  identify  those  forces  which  could  trigger 
sweeping  changes  between  now  and  the  end  of 
the  century.  While  some  of  the  report’s  findings, 
such  as  the  demographic  shift  toward  the  South 
and  West  and  the  graying  of  the  American 
population,  are  hardly  surprising,  its  other  prog- 
nostications may  well  cause  a distinct  sense  of 
disequilibrium  in  many. 

The  report  covers  six  general  areas,  ranging 
from  the  nation’s  economic  growth  to  trends  in 
public  and  professional  attitudes.  Three  of  its 
forecasts,  however,  are  of  special  interest  to  prac- 
ticing physicians: 

Supply  and  demand  for  medical  care  resources:  The 
number  of  active  physicians  in  the  United  States 
increased  from  3 1 1,203  to  435,545  between  1970 
and  1980.  The  AMA  Council  predicts  that  ap- 
proximately 54  per  cent  more  will  emerge  from 
the  pipeline  by  the  year  2000.  Although  the  rate 
of  increase  gradually  slowed  during  the  1970s, 
the  number  of  new  physicians  actually  entering 
practice  did  not  decrease. 

The  decade  also  saw  significant  changes  in  the 
specialty  composition  of  the  physician  popula- 
tion, with  specialties  such  as  radiology,  gastroen- 
terology, plastic  surgery,  and  neurology  showing 
rapid  growth,  while  others,  including  aerospace 
medicine,  allergy,  and  family  practice,  declined. 


Wendy  J.  Smith,  Managing  Editor,  Rhode  Island 
Medical  Journal;  Assistant  Executive  Director,  Rhode 
Island  Medical  Society,  Providence. 


Some  of  these  shifts,  the  AMA  Council  pos- 
tulates, may  be  attributable  to  the  growing  num- 
ber of  female  and  foreign-trained  physicians  now 
in  practice.  By  1992,  half  of  all  new  doctors  will  be 
women,  who  traditionally  have  flocked  to  such 
specialties  as  obstetrics/gynecology,  family  prac- 
tice, pediatrics,  and  psychiatry.  The  number  of 
foreign  medical  graduates  rose  by  more  than  70 
per  cent  during  the  1970s. 

All  of  these  physicians  will  face  mounting  com- 
petition from  several  sources,  including  hospitals 
and  allied  health  providers.  While  the  total  num- 
ber of  hospitals  and  hospital  beds  decreased  in 
the  1970s,  hospital  personnel  nearly  doubled. 
Some  real  growth  did  occur  at  the  community 
level,  however,  where  total  bed  counts  rose  by  15 
per  cent.  One  explanation  for  these  trends  may 
be  that  many  community  hospitals  are  expanding 
their  inpatient  facilities  while  enlarging  or  adding 
ancillary  services  in  response  to  fiscal  pressures 
and  patient  demands  for  ambulatory  care. 
Moreover,  the  recent  substantial  growth  in  the 
number  of  such  allied  health  providers  as  physi- 
cians’ assistants  and  registered  nurses  probably 
will  continue  although  it  is  predicted  that  many 
may  leave  the  workforce  or  change  fields. 

The  changing  demographic  picture  of  the  US 
also  will  influence  the  demand  for  medical  ser- 
vices. The  mini-“baby  boom”  will  stimulate  a tem- 
porary increase  in  the  demand  for  obstetric  and 
pediatric  care.  As  the  number  of  the  nation’s 
elderly  grows,  there  will  be  a higher  demand  for 
the  services  of  internists,  radiologists,  surgeons, 
and  family  physicians.  An  older  population  may 
foreshadow  ominous  news  for  psychiatrists, 
however,  as  less  than  10  per  cent  of  their  patients 
are  older  than  65  years.  Changes  in  the  racial 
composition  of  the  population,  with  an  increasing 
proportion  of  minorities,  also  have  been  pro- 
jected. Such  a shift  could  herald  fewer  visits  to 
physicians’  offices  and  higher  utilization  of  hos- 
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pital,  clinic,  and  emergency  services.  Finally,  the 
westward  and  southern  migration  of  the  Amer- 
ican population  is  of  critical  significance  to  physi- 
cians in  the  Northeast. 

The  economics  of  medical  practice:  The  future 
promises  not  to  be  “business  as  usual,”  according 
to  the  AMA  Council.  More  competition,  fewer 
patient  visits,  and  higher  office  expenses  will 
mean  less  take-home  pay  for  the  typical  physi- 
cian. Although  the  average  growth  rate  of  physi- 
cians’ net  incomes  was  8.3  per  cent  between  1973 
and  1982,  they  actually  experienced  a decline  in 
real  income.  Pediatricians  and  family  physicians 
suffered  the  largest  decline,  while  the  net  in- 
comes of  surgeons,  radiologists,  and  anesthe- 
siologists increased  slightly.  The  reduced  income 
is  due  partially  to  the  growing  expenses  of  operat- 
ing a medical  practice,  now  averaging  44  per  cent, 
and  the  decreasing  number  of  visits  to  physicians’ 
offices  as  the  supply  of  doctors  has  grown.  While 
office  visits  dropped  an  average  of  5.2  per  cent  in 
1982,  the  number  of  patient  visits  on  hospital 
rounds  actually  increased.  “We  may  see  small 
annual  drops  of  8 to  10  per  cent  for  specialists,” 
predicts  Doctor  Robert  E.  McAfee,  a Council 
member  and  AMA  trustee  from  South  Portland, 
Maine,  “but  when  you  add  inflation  and  extend 
that  reduction  over  three  to  four  years  without 
changing  practice  patterns,  what  started  out  as  a 
small  practice  change  becomes  a large  one.” 

Other  sources  of  economic  pressure  include 
the  rapid  growth  of  health  maintenance  organ- 
izations, ambulatory  centers,  primary  care  net- 
works, preferred  provider  organizations,  and 
hospital/physician  joint  ventures.  Added  to  these 
forces  are  the  for-profit  hospitals,  and  especially 
national  and  international  chains,  which  are  gain- 
ing more  power  and  expanding  their  turf  into 
ambulatory  and  long-term  care.  The  Humana 
Corporation  also  is  underwriting  clinical  research 
activities  as  evidenced  by  the  recent  implantation 
of  an  artificial  heart  at  its  Louisville,  Kentucky 
facility.  The  public  relations  impact  of  the  com- 
mitment of  the  corporation  to  fund  100  such 
operations  has  resulted  in  widespread  recogni- 
tion of  the  very  name  “Humana.”  Moreover,  as  a 
result  of  changing  reimbursement  systems,  it  is 
likely  that  hospitals  will  pressure  their  physicians 
to  reduce  utilization,  alter  practice  patterns,  and 
make  collective  medical  decisions. 

The  economic  survival  of  many  physicians,  the 
Council  suggests,  will  depend  on  their  manage- 
ment techniques  as  much  as  their  clinical  exper- 
tise. Physicians  may  find  themselves  changing 


practice  locations  several  times  during  their 
careers  to  retain  and  attract  patients.  It  may  be 
necessary  to  change  practice  patterns,  including 
office  hours,  to  make  public  access  to  services 
more  convenient.  Because  physicians  may  need 
to  change  careers  or  specialties,  the  AMA  Council 
recommends  that  young  doctors,  especially  those 
still  in  training,  structure  their  education  to  facili- 
tate specialty  switches. 

Hospitals  and  physicians:  As  the  competition  for 
patients  intensifies  and  economic  pressures  to 
contain  medical  costs  continue  to  grow,  the  fric- 
tion between  physicians  and  hospitals  may  well 
become  heated.  Because  more  and  more  doctors 
are  deriving  significant  proportions  of  their  in- 
comes from  hospital-based  services,  the  physi- 
cian/hospital relationship  will  affect  their  in- 
comes directly.  Approximately  10  per  cent  of  all 
non-federal,  patient  care  physicians  currently  are 
full-time  hospital  employees  and  the  numbers  are 
even  higher  for  pathologists  and  radiologists.  Ex- 
cluding residents,  more  than  one-fourth  of  all 
physicians  have  some  type  of  financial  arrange- 
ment with  their  hospitals.  These  doctors  typically 
receive  62  per  cent  of  their  income  from  hospital 
services.  Hospitals  also  have  become  the  site  for  a 
significant  proportion  of  physicians’  visits,  with 
office-based  physicians  providing  an  average  of 
16  per  cent  of  their  patient  visits  and  surgeons 
more  than  32  per  cent  of  patient  visits  in  the 
hospital. 

Simultaneously,  many  hospitals,  threatened 
with  economic  extinction  as  the  result  of  lower 
utilization  and  tightened  third-party  reimburse- 
ment, are  seeking  alternative  sources  of  revenue. 
These  include  expansion  into  nursing  homes,  re- 
habilitation centers,  and  ambulatory  clinics, 
which  may  be  in  direct  competition  with  physi- 
cians across  the  street.  One  local  hospital  with  a 
previously  open  staff  arrangement  adopted  a 
“modified  open”  policy  several  years  ago.  Be- 
cause of  the  reduced  occupancy  stemming  from 
implementation  of  the  prospective  payment  sys- 
tem, however,  the  medical  staff  is  considering 
institution  of  an  “open  staff’  once  again  to  attract 
new  physicians  and  their  patients.  The  manage- 
rial control  of  hospitals  also  is  changing  rapidly, 
with  more  of  them  consolidating  into  proprie- 
tary, multi-hospital  chains.  These  factors  will 
erode  the  influence  of  the  organized  medical 
staff,  and  it  is  likely  that  business  decisions  con- 
cerning clinical  issues  will  become  the  province  of 
MBAs  rather  than  MDs. 

Physicians  are  responding  by  forming  group 
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practices,  expanding  their  services  to  outpatients, 
and  establishing  alternative  delivery  systems.  Be- 
tween 1969  and  1980,  the  number  of  group  prac- 
tices increased  by  70  per  cent  and  the  proportion 
of  physicians  practicing  in  groups  nearly  dou- 
bled. Group  practices  are  particularly  attractive 
for  younger  doctors,  for  obvious  financial 
reasons  and  because  of  the  increasing  difficulty 
many  of  them  face  in  obtaining  hospital  priv- 
ileges. New  types  of  organizations,  such  as  pre- 
ferred provider  organizations,  surgicenters,  and 
emergency  care  centers,  are  emerging  as  physi- 
cians seek  to  retain  their  patient  base  by  offering 
services  traditionally  provided  under  the  hospital 
aegis. 

The  rate  of  change  has  become  frightening  for 
many  as  whole  systems  of  providing  and  paying 
for  medical  care  have  surfaced  almost  overnight. 
“Doc-in-the-Boxes,”  the  financial  industry’s  term 
for  walk-in  centers  located  in  shopping  malls, 
would  have  been  unthinkable  10  years  ago.  Major 
health  legislation,  which  previously  would  have 
taken  years  to  enact,  has  been  adopted  and  signed 
in  90  days.  Emphasizing  that  the  economic  sur- 
vival of  many  physicians  will  depend  on  their 
ability  to  develop  innovative  responses,  one  man- 


agement consultant  has  suggested  that  the  tradi- 
tion-oriented, fee-for-service  practitioner  will  be 
especially  vulnerable  to  changing  environmental 
and  economic  pressures.  Marketing  professor 
Eric  N.  Berkowitz  told  the  Medical  Group  Man- 
agement Association  at  its  recent  meeting  that, 
“In  10  years,  solo  physicians  will  be  in  existence. 
But  they  will  draw  patients  from  an  area  only  two, 
three,  or  ten  blocks  from  their  offices.  These  solo 
practitioners  will  make  a living,  but  nowhere  near 
the  income  they  thought  they  would  make.” 
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Since  we  began  our  Special  Research 
Series  in  mid-1975,its  stocks  have  moved 

Up  1783% 


Oppenheimer’s  Special  Research  Series  emphasizes  smaller 
capitalization  stocks  or  those  that  traditional  Wall  Street  analy- 
sis overlooks  or  misperceives.  The  results  show  that,  since  its 
inception  in  mid-1975,  the  Series  has  done  more  than  23  times 
as  well  on  a weighted  basis  as  the  overall  market  (1783%  vs. 
76%  for  the  S&P  400).  During  the  same  period,  our  Regular 
Recommended  List,  which  tends  to  emphasize  larger  capitali- 
zation companies  that  are  widely  followed,  has  performed 
twice  as  well  as  the  overall  market  (152%  vs.  76%  for  the  S&P). 

Of  course,  not  every  stock  on  each  list  has  performed  well, 
and  past  overall  success  is  no  guarantee  of  future  performance 
or  of  how  any  single  recommendation  fared.  Still,  we  are  proud 
of  our  results  and  would  be  happy  to  send  you  our  latest  Prog- 
ress Report  which  includes  our  Current  Special  Research 
Series  recommendations. 

In  order  to  offer  you  this  outstanding  research  and  the 
other  products  that  this  premier  investment  firm  makes  avail- 
able to  the  sophisticated,  high-income  investor.  Dr.  William  A. 
Landes  has  joined  Oppenheimer  & Co.,  Inc.  As  a former 
practicing  physician,  he  understands  your  investment  needs 
well.  Please  call  him  at  (800)  221-5833  or  (212)  825-3711  or  re- 
spond with  the  attached  business  reply  card. 


Oppenheimer  & Co  .lnc. 

Uncommon  Sense" 


One  New  York  Plaza 
New  York,  New  York  10004 

Member  SIK' 
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Orbital  Causes  of  Red  Eye 


Differential  Diagnosis  Is  Essential  to  Initiate  Appropriate  and 
Possibly  Life-Saving  Therapy 


Charles  E.  Kaufman,  MD 
Elliot  M.  Perlman,  MD 


The  acute  “red  eye”  can  have  a myriad  of 
causes.^’ ^ These  range  from  the  commonly- 
diagnosed  conjunctivitis  and  such  ocular  prob- 
lems as  iritis  and  angle-closure  glaucoma  to  orbi- 
tal and  intracranial  inflammation  or  infection 
which  signals  serious  systemic  disease.  The  prop- 
er diagnosis  is  imperative  for  initiating  the 
appropriate  and  occasionally  life-saving  therapy. 

In  this  paper,  five  cases  of  orbital  disease  pre- 
senting as  acute  red  eyes  are  reviewed.  The  dif- 
ferential diagnosis  and  management  of  such  pa- 
tients are  discussed. 

Case  Histories 

Case  1:  A 70-year-old  female  was  admitted  to  the 
hospital  with  a six-week  history  of  progressive 
bilateral  periorbital  edema  with  chemosis,  de- 
creased visual  acuity,  and  diplopia  (Fig  1).  Prior 
to  this  admission,  she  had  never  been  hospital- 
ized. There  was  no  history  of  thyroid  disorder  or 
recent  upper  respiratory  illness.  On  examination, 
the  patient  was  afrebile,  oriented,  and  alert. 
There  was  marked  bilateral  periorbital  edema 
and  chemosis  and  mild  proptosis.  Visual  acuity  to 
Snellen  near  card  was  20/70  OD  and  20/100  OS. 
The  funduscopic  examination  revealed  bilateral 
disk  edema  with  flame-shaped  hemorrhages. 


Charles  E.  Kaufman,  Ml),  is  in  the  private  practice  of 
neurology.  Providence,  Rhode  Island;  and  director  of 
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assistant  prof  essor  of  surgery.  Brown  University  Pro- 
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The  visual  fields  were  full  to  confrontation. 
Pupils  were  normal  with  no  afferent  pupillary 
defect.  Ocular  motility  testing  revealed  a marked 
restriction  of  elevation  and  abduction  bilaterally. 
Depression  and  adduction  were  mildly  restricted 
as  well. 

The  remainder  of  the  neurological  examina- 
tion was  unremarkable.  The  patient  initially  was 
evaluated  with  a computed  tomographic  scan, 
thyroid  function  testing,  sedimentation  rate,  and 
sinus  and  skull  films.  The  sedimentation  rate  was 
60  mm/hour;  the  thyroid  stimulating  hormone 
(TSH)  was  48  (normal  — less  than  10),  and  T4  was 
3.8.  A CT  scan  of  the  orbits  revealed  thickening 
of  the  extraocular  muscles  (Fig  2).  The  diagnosis 
of  thyroid  ophthalmolopathy  with  optic  neurop- 
athy was  made.  The  patient  w'as  initiated  on 
thryoid  replacement  therapy  as  well  as  1 00  mg  of 
prednisone  daily.  She  responded  to  this  regimen 
with  resolution  of  the  periorbital  edema,  chemo- 
sis, and  return  of  visual  acuity  to  20/25.  Disk 
edema  also  improved.  The  administration  of 
prednisone  was  withdrawn  gradually,  resulting 
in  a reexacerbation  of  orbital  inflammation.  De- 
spite increasing  doses  of  steroids,  the  patient  con- 
tinued to  do  poorly  and  was  referred  for  further 
treatment.  Bilateral  orbital  decompression 
through  the  Kronlein  approaches  was  per- 
formed. Follow  ing  these  procedures,  the  steroids 
were  successfully  tapered,  and  her  visual  acuity 
improved  to  20/30  OD  and  20/40  OS  with  resolu- 
tion of  periorbital  edema.  An  esotropia  persisted. 

Case  2:  A 34-year-old  healthy  white  male  was  in- 
itially seen  in  an  emergency  room  complaining  of 
a red,  irritated  right  eye  with  some  pain  and  for- 
eign body  sensation.  He  was  treated  with  irriga- 
tion and  toj)ical  antibiotics.  Fwo  weeks  later,  the 
patient  noted  the  onset  of  horizontal  diploj^ia. 
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Fig.  1 : Paf/enM.’ Bilateral  periorbital  edema  with  chemo- 
sis  and  diplopia 

The  examination  showed  a mild  right  conjuncti- 
val infection  with  the  inability  to  adduct  the  right 
eye  past  the  midline  (isolated  medial  rectus  palsy) 
(Fig  3).  The  remainder  of  the  physical  examina- 
tion was  normal.  No  ocular  bruits  were  present. 
Forced  ductions,  exophthalmometry,  and  a 
Tensillon®  test  were  negative.  Thyroid  functions 
were  normal.  A CT  scan  of  the  orbits  demon- 
strated a thickened  right  medial  rectus  muscle 
(Fig  4). 

Orbital  myositis  (innammatory  pseudotumor 
with  a predominately  myositic  component)  was 
diagnosed,  and  no  treatment  was  administered. 
4'he  symptoms  and  motility  defects  were  resolved 
completely  within  six  weeks. 

('.ase  3:  A 63-year-old  healthy  male  presented 
with  a right  red  eye  of  one  month’s  duration  with 
questionable  vertical  diplopia.  He  denied  a his- 
tory of  previous  ocular  dysfunction  or  significant 
systemic  problems.  The  examination  revealed  a 
mild  tremulousness  of  the  upper  extremities, 
edema  of  the  right  lid,  and  erythema  with  a slight 
right  ptosis  (Fig  5).  The  right  conjunctiva  was 
chemotic  and  infected.  Ocular  motility  showed  a 
limitation  of  the  upgaze  in  the  right  eye.  Seven 
millimeters  of  proptosis  were  present.  No  ocular 
bruits  were  heard. 

The  remainder  of  the  physical  examination 
was  unremarkable.  The  orbital  CT  demonstrated 


Fig  2:  Patient  1:  CT  scan  showing  diffuse  muscular 
thickening  and  proptosis 


Fig  3:  Patient  1:CT  scan  (coronal  view)  showing  diffuse 
muscular  thickening 
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an  increased  density  of  the  right  medial  rectus 
and  the  right  lateral  rectus,  with  possibly  in- 
creased density  of  the  optic  nerve  or  adjacent  soft 
tissue,  as  well  as  enhancement  encircling  the 
globe  (Fig  6).  The  thyroid  function  studies  were 
normal.  A thyroid-releasing  hormone  (TRH) 
stimulation  test  showed  an  increase  in  the  serum 
TSH  after  an  injection  of  TRH,  which  is  an 
abnormal  result.  The  diagnosis  of  orbital  pseudo- 
tumor was  made.  Because  of  the  mild  nature  of 
the  symptoms,  after  completion  of  the  evalua- 
tion, it  was  elected  to  withhold  treatment  and 
follow  the  patient  carefully.  His  symptoms  and 
signs  began  improving  after  six  weeks  and  were 
resolved  completely  after  four  months. 

Case  4:  A 7-year-old  boy  presented  with  a droop- 
ing of  his  left  eyelid  (Fig  7).  While  two  days  ear- 
lier, he  had  been  “knocked  to  the  ground”  by  a 
playmate,  no  direct  orbital  trauma  was  reported. 
He  was  noted  to  be  “a  little  less  active”  after  the 
incident  by  his  mother.  He  was  previously  well 
with  no  history  of  respiratory  illness  or  rhinor- 
rhea. 


Fig  4:  Patient  2:  Mild  infection  of  right  eye  and  inability  to 
adduct  right  eye 


periorbital  cellulitis  due  to  pre-existing  sinusitis 
was  made.  This  was  believed  to  be  unrelated  to  his 
history  of  minor  head  trauma.  Appropriate 
parenteral  antibiotics  were  administered  and  the 
patient  recovered  uneventfully. 

Case  5:  A 79-year-old  woman  was  referred  for  a 
neurological  evaluation  because  of  bilateral 
abducens  muscle  weakness.  The  patient  recently 
had  been  discharged  from  a local  hospital  after  a 
lengthy  stay  caused  by  an  automobile  accident. 
Although  multiple  fractures  were  incurred,  no 
head  trauma  was  reported.  The  past  medical  his- 
tory was  significant  only  for  the  removal  of  a 


Fig  5:  Patient  2:  CT  scan  showing  isolated  diffuse  en- 
largement of  right  medial  rectus 


His  examination  revealed  stable  vital  signs 
without  fever.  His  visual  acuity  was  20/20  to  Snel- 
len card.  The  funduscopic  examination  was  nor- 
mal with  full  spontaneous  venous  pulsations. 
There  was  a 50  per  cent  ptosis  of  the  left  eyelid 
with  mild  edema  surrounding  the  orbit.  Ocular 
motility  was  full  and  pupils  were  equal  and  briskly 
reactive  to  light.  Fhe  skull  and  sinus  films  showed 
opacification  of  the  left  maxillary  antrum  and  lef  t 
ethmoid  air  cells.  Fhe  [)atient  was  admitted  to  the 
hospital  where  he  spiked  a fever  to  104°F.  Fur- 
ther swelling  of  the  periorbital  tissues  with  in- 
creasing chemosis  was  noted.  A C'F  scan  con- 
firmed a pansinusitis  (Fig  8).  Fhe  diagnosis  of 


thyroid  nodule  several  years  earlier,  after  which 
thyroid  replacement  therapy  was  initiated.  The 
physical  examination  revealed  an  alert  elderly 
female.  The  funduscopic  examination  was  diffi- 
cult because  of  cataracts.  Pujjils  were  equal  and 
reactive.  Fhere  was  mild  periorbital  edema  noted 
bilaterally  with  mild  injection  of  the  right  con- 
junctiva. Ocular  motility  testing  showed  weakness 
of  abduction  bilaterally.  It  was  not  possible  to 
evaluate  the  visual  acuity  adecjuately  because  the 
l)atient  flid  not  speak  English. 

She  was  admitted  to  the  hospital  for  further 
evaluation.  During  this  time,  she  developed  a 
rajjidly  ))rogressive  right  external  ophthalmople- 
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gia  with  marked  proptosis,  chemosis,  periorbital 
edema,  and  subconjunctival  hemorrhage.  After 
the  patient  complained  of  a roaring  sensation 
inside  her  head,  a loud  bruit  was  heard  over  the 
right  orbit  on  reexamination.  An  arteriogram 
was  performed  which  confirmed  the  suspicion  of 
a right  carotid-cavernous  fistula  (Fig  9).  A refer- 
ral for  a neurosurgical  evaluation  was  made. 
Although  embolization  methods  were  consid- 
ered, it  was  decided  to  perform  a carotid  clipping 
procedure.  The  patient  did  well  and  was  subse- 
quently discharged. 


Discussion 

A primary  consideration  in  diagnosing  the  red 
eye  is  to  differentiate  between  localized  ocular 
disease  and  orbital  or  intracranial  processes.  The 
presence  of  true  focal  ocular  pain,  photophobia, 
decreased  vision,  or  a history  of  not  responding 
rapidly  to  topical  antibiotics  suggest  local  ocular 
disease  of  a possibly  serious  nature.* 

The  signs  of  orbital  congestion,  ie,  lid  edema 
and  erythema,  conjunctival  infection,  chemosis, 
and  proptosis,  as  well  as  resistance  of  the  globe  to 
retroplacement,  are  indicative  oi  orbital  disease.  *>  ^ 
Deep  orbital  pain,  duction  deficits  with  resulting 
diplopia,  and  occasionally,  visual  defects  also  sug- 
gest orbital  pathology.  The  additional  findings  of 
liigh  fever,  focal  neurological  signs,  or  obtunda- 
tion should  alert  the  clinician  to  the  possibility  of 
intracranial  involvement. 

The  initial  evaluation  of  patients  with  possible 
orbital  red  eye  should  include  a measurement  of 
visual  acuity;  assessment  of  ocular  motility  in  all 
fields  of  gaze;  evaluation  of  proptosis  with  an 
exophthalmometer  with  or  without  digital  bal- 
lottement  of  the  globes;  visual  field  testing;  fun- 
duscopy  with  special  attention  to  the  optic  nerves; 
and  auscultation  for  ocular  bruits.  The  cranial 
nerves  should  be  tested,  and  a careful  search  for 
lidlag  or  eyelid  stare  should  be  made.  Complete 
neurological  and  physical  examinations  are  al- 
ways indicated. 

Graves’  ophthalmopathy  is  the  most  common 
cause  of  proptosis,  unilateral  or  bilateral,  in 
adults.'*  While  often  associated  with  hyperthy- 
roidism, the  dysfunction  may  present  in  the 
euthyroid  state.  It  typically  presents  with  the  slow 
onset  of  bilateral  symptoms,  but  there  may  be  a 
rapid  onset  with  a congested  orbit  as  in  Case  1. 
The  absence  of  significant  pain  and  the  frequent 
presence  of  lidlag  or  eyelid  stare  are  useful  dif- 
ferential points.  Diplopia  results  from  infiltration 
of  the  extraocular  muscles  by  lymphocytes. 


Fig  6;  Patient  3:  Proptosis,  infection,  chemosis,  and  lid 
edema  of  right  eye 


Fig  7:  Patient  3:  CT  scan  demonstrating  increased  den- 
sity of  right  medial  rectus 

monocytes,  and  plasma  cells.  A CT  scan  of  the 
orbits  will  demonstrate  enlargement  of  one  or  all 
of  the  extraocular  muscles,  sparing  the  in- 
sertions.'*’ ^ Although  the  enlargement  is  almost 
invariably  bilateral,  it  may  be  very  asymmetrical. 

While  laboratory  results  may  indicate  a euthy- 
roid state,  these  patients  often  can  be  shown  to 
have  autonomous  gland  function  by  the  TRH- 
releasing  test.  In  this  study,  plasma  TSH  levels 
are  measured  before  and  after  administration  of 
intravenous  TRH.  A rise  in  TSH  level  is  a normal 
response.  The  lack  of  response  suggests  euthy- 
roid Graves’  ophthalmopathy. 
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! Orbital  pseudotumor  and  orbital  myositis  are  in- 
flammatory orbital  diseases  which  may  present  at 

I any  age  with  the  rapid  onset  of  unilateral  orbital 
pain,  periorbital  lid  edema  and  erythema,  con- 
junctival infection,  and  chemosis  with  duction 
deficits  and  diplopia.  The  disease  may  affect  any 
or  all  soft  tissues  of  the  orbit  with  infiltration  by 
lymphocytes  and  monocytes.  If  the  inflammation 
appears  confined  to  the  extraocular  muscles,  it  is 
called  orbital  myositis. 

Orbital  pseudotumor  may  occur  as  an  isolated 
idiopathic  disease  or  may  be  an  indication  of  col- 
lagen-vascular disease  or  granulomatous  dis- 
eases, such  as  Wegner’s,  sarcoid,  or  tuberculosis. 

■ A CT  scan  of  the  orbit  may  show  increased  soft 
tissue  density  and  contrast  enhancement  encir- 
cling the  globe.®’  ^ In  orbital  myositis,  the  muscles 
themselves  are  enlarged.  The  muscle  insertions 
are  especially  involved,  in  contrast  to  Graves’  dis- 
ease. Before  establishing  this  diagnosis,  it  is 
necessary  to  rule  out  any  underlying  systemic 
disease  and  the  possibility  of  diffuse  lymphoma, 
which  can  mimic  orbital  pseudotumor.  Treat- 
ment of  idiopathic  orbital  pseudotumor  with  oral 
steroids  is  often  quite  effective,  especially  in  orbi- 
tal myositis. 

I Orbital  cellulitis:  Suppurative  infection  may 
spread  to  the  orbit  by  direct  penetration  such  as 
with  an  intraorbital  foreign  body.  It  may  gain 
access  by  penetrating  the  lid  through  the  orbital 


Fig  8:  Patient  4:  Lid  edema  and  proptosis 

I 


septum  or  the  infection  may  extend  from  the 
adjacent  sinuses  through  the  common  wall  of  the 
orbit  and  sinus. 

Inflammatory  lid  edema:  Periorbital  cellulitis,  as  is 
Case  4,  is  a less  severe  problem  which  closely 
resembles  orbital  cellulitis.  Periorbital  cellulitis  is 
not  tender  or  firm,  may  decrease  at  the  end  of  the 
day,  and  lacks  the  proptosis  and  ocular  motility 
disturbances  which  characterize  true  orbital  in- 
fection. 

Symptoms  of  orbital  cellulitis  include  the  rapid 
onset  of  unilateral  orbital  congestion,  mucopuru- 
lent discharge,  proptosis  in  association  with  pain, 
ocular  motility  disturbance,  and  systemic  signs  of 
fever  and  elevated  white  blood  count.  If  there  is  a 
history  of  penetrating  trauma,  a thorough  CT 
scan  search  of  the  orbit  must  be  performed.  In 
the  absence  of  trauma,  adjacent  sinusitis  is  the 
most  common  cause  of  orbital  cellulitis  and  may 
be  accompanied  by  tenderness  over  the  involved 
sinuses.  There  will  be  evidence  of  sinusitis  by 
x-ray  study,  CT  scan,  or  both. 

The  institution  of  appropriate  parenteral  anti- 
biotics is  essential.  Orbital  surgery  may  be  neces- 
sary to  remove  a foreign  body  or  to  drain  an 
abscess  which  has  not  responded  to  medical  man- 
agement. Evidence  of  progression,  bilateral  in- 
volvement, sepsis,  and  lethargy  could  herald  the 
rare  devastating  complication  of  cavernous  sinus 
thrombosis,  in  which  the  cellulitis  has  extended 


Fig  9:  Patient  4:  CT  scan  showing  pansinusitis 
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Fig  10:  Patient  5:  Arteriogram  demonstrating  right  ca- 
rotid-cavernous fistula 

into  the  cavernous  sinus. '*  In  the  diabetic,  the 
sudden  appearance  of  orbital  cellulitis  with  nasal 
discharge  should  alert  the  clinician  to  the  possibil- 
ity of  niucorinycosis.**’’  " 

Carotid-cavernous  fistula:  Most  carotid- 

cavernous  fistulas  arise  with  several  weeks  after  a 
head  injury  with  the  rapid  onset  of  unilateral 
conjunctival  infection,  proptosis,  and  severe 
orbital  congestion.'^'  '■'  The  patient  frequently 
complains  of  a noise  in  the  ear,  and  an  ocular 
bruit  can  be  detected  by  auscultation.  The  con- 
junctival infection  in  these  cases  is  not  inflamma- 
tory, but  rather  due  to  arterialization  of  the  con- 
junctival blood  vessels  from  the  high-pressure 
arterial-to-venous  (AV)  shunting.  Because  of  the 
poor  A\'  pressure  gradient,  the  ocular  blood 
supply  is  often  severely  compromised  with  subse- 
quent loss  of  vision  due  to  venous  occlusion  or 
anterior  segment  ischemia. 

Spontaneous  fistulas  are  really  dural  menigeal 
shunts  and  tend  to  occur  in  middle-aged  females, 
mostly  on  the  left  side.  Because  of  the  smaller 
level  of  shunting,  the  spontaneous  fistulas  have 
less  marked  symptoms  than  the  traumatic  ones, 
and  often  a bruit  cannot  be  heard.  Arteriography 


is  necessary  to  diagnose  these  lesions.  Traumatic 
fistulas  can  be  treated  by  carotid  clipping. 
Although  more  recently,  embolization  has  been 
performed  with  some  success,  visual  results  by 
any  method  are  frequently  disappointing.  Spon- 
taneous fistulas,  on  the  other  hand,  often  resolve 
without  treatment. 

Summary 

The  patient  who  presents  with  red  eye  can  consti- 
tute a diagnostic  dilemma.  The  proper  diagnosis 
may  be  reached  with  accurate  historical  informa- 
tion, careful  examination,  and  a few  simple 
laboratory  tests.  The  major  diagnostic  categories 
of  the  red  orbit  syndrome  are  exemplified  by  the 
preceding  cases.  They  include  autoimmune  dis- 
orders such  as  Graves’  ophthalmopathy  and 
orbital  pseudometer;  infectious  diseases,  such  as 
orbital  cellulitis;  and  vascular  disorders  as  dem- 
onstrated by  carotid-cavernous  fistulas.  A pri- 
mary or  metastatic  orbital  neoplasm  may  also 
produce  a red,  proptotic  eye. 

By  careful  evaluation,  it  is  possible  to  distin- 
guish among  the  ocular,  orbital,  and  intracranial 
processes  and  then  institute  appropriate  therapy 
which,  in  addition  to  preserving  the  vision,  may 
well  be  life-saving. 
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Clinicopathological  Conference 


Case  Report:  Rhode  Island  Hospital 


Maurice  M.  Albala,  MD 
George  F.  Meissner,  MD 
Tom  J.  Wachtel,  MD 
Mark  Fagan,  MD,  Editors 


Presentation  of  Case 

i A 60-year-old  black  female  with  a history  of 
j hypertension  and  alcohol  abuse  was  admitted  for 
I abdominal  pain  and  melena. 

The  patient  had  been  in  good  health  until  one 
j week  prior  to  admission  when  she  experienced  a 
brief  episode  of  intermittent,  sharp  epigastric 
pain.  Two  days  prior  to  admission,  epigastric 
i aching  was  noted  in  addition  to  tarry  stools.  Even- 
I tually  the  stools  became  maroon  in  color.  She  was 
! hospitalized  when  her  hematocrit  was  found  to 
; have  dropped  from  38  per  cent  to  33  per  cent 
during  the  course  of  one  week. 

She  denied  alcohol  use  for  at  least  three  weeks 
; although  she  periodically  had  abused  alcohol  in 
I the  past.  She  smoked  one  pack  of  cigarettes  daily. 

Her  current  medications  included  propranolol, 
j hydralazine,  colchicine,  and  indomethacin, 
I which  was  taken  three  or  four  times  daily  for 
i gouty  arthritis  and  knee  pain.  She  denied  light- 
; headedness,  syncope,  hematemesis,  or  hema- 
; tochezia. 

j Her  past  medical  history  included  several  op- 
erative procedures.  These  consisted  of  an  appen- 
' dectomy,  a hysterectomy  for  fibroids,  and  a 
[ cholescystectomy  performed  14  years  previously. 
' At  the  time  of  the  cholecystectomy,  the  patient 
j was  found  to  be  hypertensive.  Evaluation  re- 
' vealed  right  renal  artery  stenosis,  and  she  subse- 
j quently  underwent  a right  aortorenal  bypass 
! grafting  procedure  using  a Dacron®  graft. T he 
i blood  pressure  remained  elevated,  and  five 
months  later,  a right  nephrectomy  was  per- 
formed which  resulted  in  improved  control  of  the 
blood  pressure. 

The  physical  examination  on  admission  re- 
vealed a pleasant,  alert  female  in  no  distress.  The 
blood  pressure  was  140/80  without  orthostatic 


changes.  The  pulse  was  60  and  the  respiration 
rate  18.  The  oral  temperature  was  98°F  (36.5°C). 
The  skin  was  warm,  and  the  extremities  showed  a 
slight  decrease  in  pedal  pulses,  but  no  edema  or 
cyanosis.  The  head,  ears,  eyes,  nose,  and  throat 
were  unremarkable.  The  lungs  were  clear.  The 
cardiac  examination  was  normal.  The  abdomen 
was  soft  and  non-tender,  and  there  were  normal 
bowel  sounds  and  no  masses  or  organomegaly. 
The  neurologic  examination  was  normal  and  rec- 
tal examination  revealed  a black  stool,  which 
tested  positive  for  occult  blood. 

Initial  laboratory  data  revealed  a hemoglobin 
of  10.1  g,  and  a white  blood  count  of  8,000  with 
49  per  cent  neutrophils,  43  per  cent  lymphocytes, 
5 per  cent  monocytes,  and  3 per  cent  eosinophils. 
The  Westergren  sedimentation  rate  was  19,  and 
the  prothrombin  activity  was  100  per  cent.  The 
platelet  count  was  164,000.  The  glucose  was  88 
mg  per  cent,  blood  urea  nitrogen  33  mg  per  cent, 
and  creatinine  1.3  mg  per  cent.  Sodium  was  142, 
potassium  4.4,  chloricle  108,  and  total  CO2  26 
mEq/L,  SCOT  was  40,  LDH  296  lU/L,  and  alka- 
line phosphatase  10.4  lU/DL.  Bilirubin  was  0.5, 
calcium  8.9,  phosphorus  3.7,  and  uric  acid  10.5 
mg  per  cent.  Total  protein  was  6.2  and  albumin 
3.5  g per  cent.  The  serum  amylase  was  nine  units. 
The  urinalysis  showed  a specific  gravity  of  1 .0 1 2. 
There  were  0- 1 red  blood  cells  and  30-40  white 
blood  cells  per  high-power  field.  A chest  x-ray 
film  revealed  a normal  cardiac  silhouette  and  a 
small  8 mm  nodule  in  the  right  upper  lung  which 
had  been  first  noted  in  1975.  A plain  film  of  the 
abdomen  revealed  gas  in  both  the  large  and  small 
bowel  with  no  free  air.  An  electrocardiogram  was 
unremarkable. 

T'be  patient  was  given  two  units  of  packed  red 
blood  cells,  and  on  the  second  hosj)ital  day  an 
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endoscopy  revealed  mild  distal  esophagitis  and 
mild  to  moderate  gastritis.  No  bleeding  was  seen. 
The  first  and  second  portions  of  the  duodenum 
were  entirely  normal.  Administration  of  antacids 
and  cimetidine  was  initiated. 

The  stools  remained  positive  for  occult  blood, 
but  there  was  no  further  melena  and  no  further 
abdominal  discomfort.  The  hemoglobin  re- 
mained stable. 

On  the  fourth  hospital  day,  a barium  enema 
showed  generalized  diverticulosis.  She  com- 
plained only  of  increasing  knee  pain,  and  admin- 
istration of  adrenocorticotrophic  hormone 
(ACTH)  was  begun  to  relieve  her  arthritic  symp- 
toms. 

On  the  fifth  hospital  day,  she  passed  some 
bright  red  rectal  blood.  There  were  no  postural 
changes  in  her  vital  signs,  and  the  abdomen  re- 
mained soft  and  pain  free  while  the  hemoglobin 
dropped  from  12.4  g to  10.7  g.  The  nasogastric 
lavage  was  guaiac  positive,  but  grossly  clear.  The 
next  morning  her  stools  were  brown  again.  An 
upper  gastrointestinal  examination  and  a small 
bowel  study  were  normal. 

On  the  seventh  hospital  day,  the  patient  had 
two  further  episodes  of  passing  of  bright  red 
blood  and  clots  through  the  rectum.  She  became 
orthostatic  with  blood  pressure  dropping  from 
110/80  inmHg  supine  to  82/60  inmHg  sitting. 
The  pulse  was  58.  The  abdomen  remained  soft 
and  non-tender,  and  gastric  lavage  showed  a 
clear  fluid.  The  hemoglobin  dropped  from  1 1 . 1 g 
to  8.3  g over  a period  of  six  hours. 

She  was  transfused  and  stabilized.  A sig- 
moidoscopy was  negative,  and  an  emergency 
angiography  was  performed.  No  bleeding  was 
seen  from  the  inferior  or  superior  mesenteric 
artery  or  the  abdominal  aorta. 

1 he  gross  bleeding  ceased  and  a colonoscopy 
revealed  only  diverticulosis,  without  evidence  of 
other  mucosal  lesions  or  angiodysplasia.  A 
radionuclide  scan  of  the  abdomen  showed  no 
evidence  of  a Meckel’s  diverticulum  or  other 
bleeding  sites. 

On  the  ninth  hospital  day,  the  patient  experi- 
enced cardiac  arrest,  developed  massive  hema- 
temesis,  and  died. 

Differential  Diagnosis 

David  Reuben,  MD*:  One  thing  that  general  in- 
ternists must  learn  early  in  their  careers  is  the 
appropriate  use  of  consultants.  As  an  internist 
confronted  with  a diagnostic  riddle,  I have 
elected  to  choose  a most  singular  consultant  to 


assist  me  in  my  quests.  In  “The  Sign  of  the  Four,” 
Mr.  Sherlock  Holmes  speaks  of  the  three  qualities 
necessary  for  the  ideal  detective:  a keen  power  of 
observation,  a solid  fund  of  knowledge,  and  facil- 
ity in  the  science  of  deduction.  My  approach  to 
the  patient,  “the  case  of  the  missing  bleeding 
site,”  will  be  to  integrate  the  powers  of  observa- 
tion and  medical  knowledge,  and  couple  them 
with  the  science  of  deduction  to  render  the  solu- 
tion. 

Doctor  Adert  has  provided  us  with  a protocol 
which  essentially  summarizes  all  the  data  avail- 
able from  observation.  I have  no  reason  to  think 
that  the  clinicians  responsible  for  this  patient 
were  anything  less  than  shrewd  detectives,  and 
will  assume  that  no  further  information  could  be 
garnered  by  observation. 

At  this  point,  it  is  convenient  to  organize  the 
facts  of  the  case  in  a manner  such  that  they  are 
amenable  to  the  applications  of  knowledge  and 
the  science  of  deduction.  The  problem  list  pro- 
vides a convenient  tool  for  documenting  signifi- 
cant observations.  The  list  for  this  patient  has 
been  organized  by  problems  which  may  be  re- 
lated to  each  other.  The  first  group  includes 
abdominal  pain,  melena,  hematochezia,  hem- 
atemesis,  esophagitis,  gastritis,  diverticulosis, 
anemia,  and  an  elevated  blood  urea  nitrogen. 
These  individual  problems  can  be  condensed 
somewhat  to  abdominal  pain,  with  evidence  of 
upper  and  lower  gastrointestinal  (GI)  bleeding. 
This  is  substantiated  by  laboratory  results  consis- 
tent with  acute  GI  bleeding  and  the  anatomic 
diagnoses  of  esophagitis,  gastritis,  and  diverticu- 
losis. The  upper  or  lower  GI  bleeding  may  not  be 
causally  related  to  the  esophagitis,  gastritis,  or 
diverticulosis,  however,  and  further  attention  to 
these  possible  associations  will  be  given  later  in 
the  discussion. 

The  other  problems  include  intermittent  alco- 
hol abuse  although  there  is  no  mention  of  related 
end-organ  damage  in  the  protocol.  I have 
grouped  together  the  hypertension  and  renal 
artery  stenosis,  as  well  as  the  earlier  right  aor- 
torenal  bypass  graft  and  right  nephrectomy. 
Nothing  is  mentioned  of  the  functional  status  of 
the  Dacron®  bypass  graft  prior  to  nephrectomy, 
nor  is  mention  made  of  the  fate  of  the  graft  at  the 
time  of  nephrectomy.  A simple  nephrectomy  is  a 
relatively  uncomplicated  procedure.  Removal  of 
the  bypass  graft,  however,  is  more  complicated 
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and  I suspect  that  the  graft  was  left  intact. 

The  problem  list  also  includes  tobacco  abuse 
and  a pulmonary  nodule.  A small  solitary  pul- 
monary nodule  is  certainly  suggestive  of  many 
causes,  especially  infectious  and  malignant  ones. 
However,  the  lack  of  change  between  1975  and 
the  present  admission  speaks  against  malignancy 
or  an  active  infectious  process.  For  that  reason,  it 
should  merely  be  listed  as  a problem  and  we  shall 
not  pursue  it  further  as  a contributing  factor  in 
the  demise  of  the  patient.  While  pyuria  is  noted 
on  the  routine  admission  urinalysis,  further  eval- 
uation of  this  problem  is  noticeably  missing  from 
the  protocol.  It  would  seem  unlikely  that  the 
problem  of  pyuria  is  linked  to  the  current  medical 
illness. 

Gouty  arthritis  is  mentioned  in  the  protocol, 
but  the  means  of  making  this  diagnosis  are  never 
revealed.  Indeed,  the  patient  did  have  hyper- 
uricemia on  admission,  though  of  moderate  de- 
gree. It  is  well  known  that  patients  with  this  level 
of  hyperuricemia  may  be  asymptomatic,  and, 
conversely,  patients  with  normal  uric  acids  may 
have  acute  flair-ups  of  gouty  arthritis.  ACTH 
therapy  is  not  recommended  for  routine  use  in 
acute  gouty  arthritis  because  of  wide  variations  in 
response  and  the  high  incidence  of  rebound 
arthritis  after  its  discontinuation.  Its  use  in  this 
case  may  have  been  prompted  by  the  inability  to 
use  oral  agents  because  of  the  other  major  clinical 
problems.  A connection  between  ACTH  therapy 
and  the  cluster  of  GI  problems  may  exist,  howev- 
er, and  this  possible  relationship  will  be  discussed 
later.  I have  also  chosen  to  combine  several  prob- 
lems, the  status  post-surgical  procedures,  includ- 
ing an  appendectomy,  hysterectomy,  and 
cholecystectomy.  These  problems  have  been  re- 
solved and  seem  to  bear  no  particular  relevance 
on  this  discussion. 

In  summary,  our  powers  of  observation  have 
delineated  a major  GI  problem  associated  with 
bleeding  and  abdominal  pain,  with  secondary 
anemia  and  elevation  of  the  blood  urea  nitrogen. 
While  anatomic  diagnoses  of  esophagitis,  gastri- 
tis, and  diverticulosis  have  been  made,  it  is  not 
possible  to  comment  on  their  relationship  to  the 
clinical  condition.  Problems  of  alcohol  and  tobac- 
co abuse  have  been  documented.  The  patient  has 
been  noted  to  have  hypertension  and  has  had  two 
surgical  procedures  in  the  past  in  an  attempt  to 
cure  the  hypertension.  Nevertheless,  the  patient 
remains  on  anti-hypertensive  agents  despite  a 
right  nephrectomy.  The  aortorenal  bypass  graft 
presumably  remains  in  place.  An  arthritic  condi- 
tion, which  may  be  gouty  arthritis,  is  identified. 


and  medical  treatment  is  noted.  Potentially  sig- 
nificant problems  such  as  the  solitary  pulmonary 
nodule  and  pyuria  are  rendered  less  significant 
by  either  their  chronicity  without  change  or  the 
lack  of  proper  work-up. 

In  modern  day  medicine,  the  fund  of  knowl- 
edge as  to  any  diagnostic  dilemma  should  begin 
with  a sound  concept  of  a differential  diagnosis. 
In  this  patient,  with  evidence  of  upper  and  lower 
GI  bleeding,  the  list  of  differential  diagnoses  is 
overwhelming.  A second  aspect  of  the  fund  of 
knowledge  will  allow  us  readily  to  eliminate  a 
considerable  number  of  causes.  We  can  rule  out 
the  inflammatory  causes  of  duodenal  ulcer;  gas- 
tric ulcer;  stress  ulcer;  pancreatitis;  marginal 
ulcer;  acute  necrosis  due  to  chemical  agents  on 
the  basis  of  the  normal  upper  GI  series;  the  en- 
doscopy, which  failed  to  reveal  any  ulcerations; 
and  the  normal  amylase.  While  a normal  amylase 
does  not  rule  out  pancreatitis,  no  further  evalua- 
tion was  done  and  the  clinical  picture  does  not 
suggest  it.  Similarly,  there  is  no  evidence  on  en- 
doscopy or  upper  GI  series  of  any  of  the  mechan- 
ical causes  of  upper  GI  bleeding.  Esophageal  or 
gastric  varices  are  not  seen  either  in  the  upper  GI 
series  or  on  endoscopy,  and  to  assign  the  bleeding 
to  varices  would  be  a conceptual  leap.  Mesenteric 
vascular  occlusion  usually  presents  as  a more 
catastrophic  illness,  as  opposed  to  the  stuttering 
course  of  the  patient.  Normal  bowel  sounds  also 
speak  against  this  diagnosis. 

We  have  no  evidence  for  a hemangioma,  nor 
are  there  any  cutaneous  signs  consistent  with 
Osler-Weber-Rendu  or  blue  nevus  bleb  syn- 
drome. A normal  sedimentation  rate  and  the  ab- 
sence of  multi-system  or  systemic  manifestations 
argue  against  vasculitis  as  a cause.  The  only 
bleeding  parameters  which  are  mentioned  in- 
clude a normal  platelet  count  and  prothrombin 
time.  A possible  blood  dyscrasia  is  not  excluded, 
but  there  is  no  further  information  to  suggest  any 
abnormalities  in  the  hemostatic  mechanisms.  The 
likelihood  of  a neoplasm  that  might  be  missed  by 
endoscopy,  upper  GI  series  with  small  bowel  fol- 
low-through, barium  enema,  colonoscopy,  sig- 
moidoscopy, and  angiography  must  be  remote. 
No  mention  is  made  of  any  prior  symptoms  that 
might  be  consistent  with  inOammatory  bowel  dis- 
ease, and  as  far  as  we  know,  there  is  no  evidence 
of  infectious  enterocolitis.  Diverticula  are  not 
seen  proximal  to  the  colon,  and  the  bowel  does 
not  appear  to  be  obstructed.  Once  again,  pseudo- 
xanthoma elasticum  and  Ehlers-Danlos  syn- 
drome are  essentially  ruled  out  by  the  lack  of  skin 
and  connective  tissue  manifestations.  Intestinal 
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lipodystrophy,  more  commonly  known  as  Whip- 
ple’s disease,  would  be  unlikely  in  the  face  of  the 
normal  small  bowel  series.  Foreign  bodies,  be- 
zoars,  and  hemmorrhoids  are  not  noted  during 
any  exhaustive  work-up.  The  patient  is  not  ure- 
mic and  the  remainder  of  the  possibilities  for 
lower  GI  bleeding  sources  have  already  been  ex- 
cluded. We  are  left  with  a revised  list  of  possible 
causes  of  GI  bleeding  in  this  patient. 

To  differentiate  further  among  these  causes 
requires  the  application  of  the  principles  of  the 
science  of  deduction.  According  to  Holmes,  “It  is 
a means  by  which  a logician  could  take  a drop  of 
water  and  infer  the  possibility  of  an  Atlantic  or 
Niagara  without  having  seen  or  heard  of  one  or 
the  other.”  As  mentioned  previously,  there  is  evi- 
dence of  upper  and  lower  GI  bleeding  in  this 
patient.  Melena  (or  black  tarry  stools)  derives  its 
pigment  from  the  contact  of  blood  with  hydro- 
chloric acid  to  produce  hematin.  This  is  a gener- 
ally reliable  sign  of  bleeding  proximal  to  the  liga- 
ment of  Treitz,  most  commonly  from  the  esopha- 
gus, the  stomach,  or  duodenum.  Lesions  in  the 
jejunum,  ileum,  and  even  the  ascending  colon, 
however,  may  cause  melena  if  the  gastrointestinal 
transit  time  is  sufficiently  prolonged.  Hemateme- 
sis  usually  indicates  bleeding  proximal  to  the  liga- 
ment of  Treitz,  since  blood  entering  the  gastroin- 
testinal tract  below  the  duodenum  rarely  reenters 
the  stomach.  Hematochezia,  the  passage  of  bright 
red  blood  from  the  rectum,  generally  signifies 
pathologic  bleeding  from  a source  distal  to  the 
ligament  of  Treitz.  However,  since  blood  must 
remain  in  the  gut  for  approximately  eight  hours 
to  produce  melena,  rapid  hemorrhage  into  the 
esophagus,  stomach,  or  duodenum  may  also  re- 
sult in  hematochezia. 

.•\fter  reconsidering  the  possible  causes  of  the 
missing  bleeding  site,  I think  the  patient  is  bleed- 
ing from  one  site  in  the  upper  GI  tract.  My 
reasoning  is  that  an  intermittent,  but  rapid,  up- 
per GI  hemorrhage  could  masquerade  as  both 
upper  and  lower  CjI  bleeding,  and  the  remaining 
causes  of  lower  GI  bleeding  can  be  eliminated. 
Proposed  criteria  for  the  diagnosis  of  diverticular 
bleeding  are:  (1)  the  passage  of  considerable 
volumes  of  bright  red  or  maroon  blood  by  the 
rectum,  (2)  radiological  evidence  of  diverticula, 
(3)  no  other  demonstrable  cause  of  hemorrhage 
on  barium  enema  or  sigmoidoscopy,  (4)  no  blood 
in  the  gastric  aspirate  and  no  abnormality  on 
upper  GI  series,  and  (5)  normal  blood  coagula- 
tion studies.  While  the  missing  bleeding  site  in  the 
patient  fulfills  each  of  these  criteria,  the  bleeding 


does  not  appear  to  be  diverticular  in  origin.  Di- 
verticulosis  has  been  estimated  to  occur  in  up  to 
half  of  the  population  older  than  60  years.  The 
clinical  course  of  bleeding  from  diverticula  is 
most  often  surprisingly  benign.  Blood  flows  from 
the  relatively  small  vessels  at  a steady  but  moder- 
ate rate,  often  over  several  days,  and  the  capacity 
of  the  colon  to  accommodate  a large  volume  of 
shed  blood  contributes  to  the  suddenness  of 
bleeding  from  the  rectum.  Diverticular  bleeding 
will  be  limited  to  either  one  or  two  episodes  in  70 
per  cent  of  the  patients,  whereas  our  patient  had 
at  least  four  episodes.  The  negative  angiography 
for  an  active  bleeding  site  is  useful  to  know,  but 
not  especially  reassuring  since  only  about  one- 
third  of  bleeding  diverticula  will  be  demonstrated 
by  arteriogram.  For  these  suggestive  reasons,  and 
the  virtual  impossibility  of  a massive  hematemesis 
resulting  from  a diverticular  hemorrhage,  I will 
discard  diverticulosis  as  the  site  for  her  GI  bleed- 

ing- 

Meckel’s  diverticulum  remains  an  attractive  di- 
agnostic possibility.  It  occurs  in  about  1 .5  per  cent 
of  the  population  and  usually  is  found  in  the 
antemesenteric  side  of  the  small  intestine  some- 
where between  2 and  200  cm  from  the  ileocecal 
valve.  Ectopic  gastric  mucosa  is  contained  in 
about  55  per  cent  of  these  diverticula.  About  90 
per  cent  of  bleeding  Meckel’s  diverticula  harbor 
gastric  mucosa.  Bleeding  is  the  most  common 
complication  calling  attention  to  a diverticulum. 
Usually  it  comes  from  a peptic  ulcer  adjacent  to 
the  Meckel’s  diverticulum.  It  is  usually  bright  red 
or  maroon,  more  rarely  black  or  tarry,  and  almost 
never  occult.  While  bleeding  is  characteristically 
severe  in  children,  very  few  adult  patients  present 
with  complications  of  Meckel’s  diverticulum. 

Technetium  99  pertechnetate  is  actively  con- 
centrated by  gastric  mucosa  and  has  been  used  as 
a non-invasive  diagnostic  tool.  Still,  the  pertech- 
netate imaging  is  not  100  per  cent  sensitive,  and 
angiography  is  complementary.  In  this  patient, 
neither  the  radionuclide  nor  the  angiography 
study  suggested  any  evidence  of  Meckel’s  diver- 
ticulum as  being  the  missing  GI  bleeding  site. 

Angiodysplastic  lesions,  or  vascular  ecstasis  of 
the  colon,  are  different  from  the  congenital  or 
neoplastic  vascular  abnormalities  usually  seen  in 
the  GI  tract.  The  criteria  for  the  diagnosis  of 
angiodysplastic  lesions  include:  (1)  they  are  seen 
primarily  in  patients  over  60  years  of  age,  and  are 
not  associated  with  angiomatous  lesions  of  the 
skin  or  other  viscera;  (2)  they  produce  lower  GI 
hemorrhage  or  anemia  from  chronic  blood  loss; 
(3)  they  almost  always  occur  in  the  cecum  or  prox- 
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imal  ascending  colon;  (4)  they  are  small,  usually 
under  5 mm  in  diameter;  and  (5)  they  can  be 
diagnosed  only  by  angiography  or  colonoscopy. 
Rarely  can  angiodysplastic  lesions  be  identified 
by  the  surgeon  at  operation  or  by  the  pathologist 
in  the  laboratory  using  standard  techniques. 

Vascular  ectasis  of  the  right  colon  can  be  found 
in  more  than  one  fourth  of  persons  over  60  years 
of  age  without  any  evidence  of  bleeding.  It  is  felt 
to  be  an  acquired  degenerative  change  that 
accompanies  aging  and  may  develop  from  the 
chronic  partial  intermittent  low-grade  obstruc- 
tion of  the  submucosal  veins,  especially  where 
they  pierce  circular  and  longitudinal  muscle 
layers  of  the  colon.  This  obstruction  occurs  re- 
peatedly over  many  years  during  the  muscular 
contraction  and  distention  of  the  cecum  and  right 
colon.  Because  of  the  lower  pressure  within  the 
veins,  they  can  be  occluded,  while  the  arterial 
pressure  maintains  arterial  inflow.  Ultimately, 
the  repeated  episodes  of  transient  elevated  pres- 
sure within  a submucosal  vein  results  in  dilatation 
and  tortuosity  of  this  vessel,  and  later  of  the 
venules  and  capillaries  of  the  mucosal  unit  drain- 
ing into  it.  Finally,  as  the  capillary  rings  dilate, 
there  is  a loss  of  competency  of  the  precapillaries’ 
sphincters,  producing  a small  arterio-venous 
communication.  These  are  demonstrated  on 
radiographic  examination  as  the  accumulation  of 
contrast  material  and  vascular  tufts  during  the 
capillary  phase,  or  as  early  or  prominent  filling 
veins  in  the  venous  phase  of  the  angiogram.  The 
arterial  phase  is  normal. 

The  prevalence  of  these  lesions  in  the  right, 
rather  than  the  left,  colon  can  be  attributed  to  the 
great  tension  in  the  cecal  walls  as  opposed  to 
other  parts  of  the  colon.  According  to  the  LaPlace 
principle,  for  any  given  intraluminal  pressure  the 
tension  in  the  wall  is  highest  in  that  portion  of  the 
bowel  with  the  greatest  diameter.  Because  the 
wall  tension  produces  the  intermittent  partial  ob- 
struction of  the  submucosal  vein,  it  is  understand- 
able that  the  cecum  with  its  widest  diameter 
should  be  the  most  common  site  for  ectatic 
changes. 

The  natural  history  of  these  vascular  ectasias  is 
rebleeding,  and  80  per  cent  of  the  vascular  ecta- 
sias in  one  study  presented  with  three  or  more 
episodes  of  bleeding.  Accordingly,  a right  hemi- 
colectomy is  most  often  performed  if  a lesion  is 
detected.  Although  the  demonstration  of  an  ac- 
tive bleeding  site  on  angiography  in  patients  with 
vascular  ectasias  may  be  as  low  as  10  per  cent, 
resection  was  curative  in  virtually  all  patients 
where  either  bleeding  or  ectasia  without  bleeding 


has  been  identified  through  angiography.  The 
procedure  should  be  able  to  detect  all  vascular 
ectasias  that  are  likely  to  cause  bleeding.  In  light 
of  the  negative  results,  it  appears  safe  to  exclude 
angiodysplasia  or  vascular  ectasias  as  well  as  co- 
lonic diverticula  as  the  source  of  the  missing  GI 
bleeding  site. 

Since  we  now  are  limited  to  the  upper  GI  tract, 
esophagitis  and  gastritis  must  be  looked  upon  as 
strong  possibilities.  The  history  of  alcohol  abuse 
and  indomethacin  therapy  indicate  a predisposi- 
tion towards  esophagitis  and  gastritis,  and  the 
patient  also  received  ACTH,  which  is  associated 
with  peptic  ulceration.  In  the  Boston  Collabora- 
tive Drug  Surveillance  Program,  the  five  major 
drugs  which  induced  gastrointestinal  bleeding 
were  heparin,  warfarin,  ethacrynic  acids,  ster- 
oids, and  aspirin-containing  drugs.  Indeed,  the 
patient  did  have  a mild  distal  esophagitis  and  a 
mild  to  moderate  gastritis  which  were  noted  dur- 
ing endoscopy  on  the  second  hospital  day.  The 
fact  that  no  bleeding  was  seen  at  this  time,  as  well 
as  negative  nasogastric  lavage  for  bright  red 
blood  or  coffee  ground  material  during  periods 
of  active  bleeding  on  the  fifth  and  seventh  hospi- 
tal days,  all  suggest  a bleeding  site  distal  to  the 
pylorus.  As  noted  in  the  protocol,  the  first  and 
second  portions  of  the  duodenum  appeared  nor- 
mal, as  did  the  remainder  of  the  small  bowel  by 
small  bowel  follow-through  and  angiography. 

We  are  faced  with  the  apparent  paradox  of 
localizing  the  site  of  bleeding  to  the  small  bowel, 
but  are  confronted  with  a normal  appearing 
duodenum,  jejunum,  and  ileum  by  all  tests  of 
observation.  Once  again,  I return  to  the  words  of 
Holmes:  “Eliminate  all  other  factors  and  the  one 
that  remains  must  be  the  truth.”  There  must  be  a 
lesion  which  can  appear  normal  despite  the  most 
vigorous  invasive  diagnostic  means  short  of 
laparotomy  and  which  can  account  for  the  mas- 
sive acute  gastrointestinal  hemorrhage.  Causes 
for  failure  to  document  gastrointestinal  bleeding 
by  arteriography  include:  (1)  hemorrhage  at  a 
rate  too  slow  to  demonstrate  by  angiography,  ie, 
less  than  .5  mm  per  minute;  (2)  venous  or  variceal 
bleeding;  (3)  technical  problems,  including  injec- 
tion of  the  wrong  artery,  nonselective  injection, 
inadequate  injection  rate,  volume,  or  all  three, 
and  failure  to  include  the  bleeding  site  in  the 
angiography  field;  (4)  permanent  cessation  of 
bleeding;  and  (5)  temporary  cessation  of  bleeding 
due  to  hypotension,  vasovagal  reaction,  bloocl 
loss,  or  intermittent  bleeding,  fhe  first  four 
reasons  are  highly  unlikely  in  this  patient.  1 must 
suspect  that  the  failure  of  arteriography  to  show 
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the  site  of  bleeding  is  secondary  to  the  temporary 
cessation  of  bleeding  or  intermittent  bleeding. 
Recently,  three  cases  of  intermittent  bleeding  and 
acute  massive  gastrointestinal  hemorrhage  were 
displayed  by  repeated  identical  selective  arterio- 
grams within  several  minutes.  In  these  cases,  the 
sites  were  sigmoid  diverticulum,  peptic  ulcer,  and 
jejunal  diverticulum. 

The  last  feasible  diagnostic  possibility  is  aor- 
tointestinal  fistula,  either  secondary  to  a leaking 
aneurysm  or  an  aortic  prothesis.  Some  of  you 
may  have  noticed  that  aortointestinal  fistulas 
were  ignored  as  sources  of  lower  GI  bleeding. 
This  omission  was  intentional,  so  that  I could 
savor  my  evaluation  of  this  possibility  at  the  con- 
clusion of  the  discussion.  A leaking  aneurysm 
appears  excluded  by  its  absence  on  aortography. 
The  reported  incidence  of  aortointestinal  fistula 
formation  after  aortic  reconstructive  procedures 
has  ranged  from  .4  to  2.4  per  cent.  As  many  as  10 
per  cent  of  these  present  more  than  1 0 years  after 
the  graft  insertion.  Fistulas  develop  in  patients 
with  synthetic  grafts  as  a result  of  the  failure  of 
the  proximal  or  distal  anastomosis.  This  failure 
may  be  caused  by  infection  of  the  graft,  with 
secondary  involvement  of  the  adjacent  bowel,  or 
the  graft  may  primarily  erode  the  bowel  wall  by 
continuous  pulsation  and  secondarily  result  in 
infection  of  the  graft  with  a fistula  formation. 
Fistulas  may  develop  in  the  absence  of  infection 
because  of  the  failure  of  the  anastomosis  due  to 
the  development  of  a false  aneurysm.  These  most 
frequently  occur  as  a result  of  silk  suture  material 
in  the  construction  of  the  anastomosis.  The  false 
aneurysm  may  then  erode  into  the  adjacent  bowel 
with  no  direct  involvement  of  the  graft  material 
in  the  fistulous  process.  Other  causes  of  aorto- 
duodenal  fistidas  include  atherosclerosis,  lues, 
tuberculosis,  and  mycotic  infections. 

The  most  common  site  for  aortointestinal  fistu- 
las is  the  third  part  of  the  duodenum.  This  is 
probably  due  to  the  relative  immobility  of  the 
duodenum  compared  to  the  rest  of  the  bowel  and 
the  close  relationship  of  the  third  portion  to  the 
aorta.  The  third  portion  of  the  duodenum  cross- 
es the  fourth  lumbar  vertebra,  below  the  renal 
arteries.  While  we  tend  to  think  of  the  duodenum 
as  high  up  near  the  stomach,  this  is  true  only  of  its 
first  portion.  Although  the  gastrointestinal 
hemorrhage  from  aortoduodenal  fistulas  can  be 
massive  and  rapidly  fatal,  it  is  usually  intermittent 
and  mimics  the  bleeding  from  ulcer  disease  and 
other  common  upper  gastrointestinal  causes.  In- 
deed, one  study  showed  that  nearly  one-third  of 
the  patients  bled  for  more  than  one  week  from 


the  onset  of  the  first  gastrointestinal  hemorrhage 
to  either  death  or  surgical  intervention. 

The  preoperative  work-up  of  this  condition  is 
largely  unsatisfactory.  The  duodenal  defect  is 
difficult  to  show  by  x-ray  studies  with  barium. 
Although  endoscopic  findings  of  aortoduodenal 
fistulas  have  been  described,  making  the  diagno- 
sis by  this  technique  appears  to  be  the  exception 
rather  than  the  rule.  Angiography  may  be  non- 
contributory, especially  during  the  period  be- 
tween hemorrhages,  because  the  communication 
with  the  vascular  wall  may  be  temporarily 
occluded  with  clots  during  quiescence.  For  these 
reasons,  the  lack  of  positive  findings  should  not 
reduce  concern  over  the  potential  presence  of  an 
aortoduodenal  fistula.  The  key  to  early  recogni- 
tion of  this  disorder  is  simply  a high  index  of 
suspicion.  The  literature  favors  early  operative 
exploration  for  any  patient  who  has  a synthetic 
vascular  graft  in  place  with  massive  gastrointes- 
tinal bleeding.  Only  then  can  a diagnosis  of  aorto- 
duodenal fistula  be  excluded  or  confirmed. 

Therefore,  aortointestinal  fistula  to  the  third 
portion  of  the  duodenum,  with  intermittent 
bleeding  and  a fatal  massive  gastrointestinal 
hemorrhage  is  my  solution  to  the  case  of  the 
missing  bleeding  site.  The  incidental  clinical  di- 
agnoses include  alcohol  abuse,  hypertension, 
tobacco  abuse,  and  gouty  arthritis.  A pulmonary 
nodule  and  pyuria  are  noted,  but  there  appears 
to  be  no  pathological  correlation.  The  anatomic 
diagnoses  of  esophagitis,  gastritis,  and  diverticu- 
losis  have  no  apparent  relationship  to  the  pa- 
tient’s demise. 

At  this  point,  having  integrated  the  powers  of 
integration  of  the  clinician,  the  fund  of  knowl- 
edge of  the  internist,  and  the  techniques  of  de- 
duction of  Sherlock  Holmes,  it  is  time  to  sit  back 
and  relax  as  Doctor  Esparza  unfolds  the  patholo- 
gy- 

Doctor  Reuben’s  Diagnosis 

Gastrointestinal  hemorrhage  secondary  to  aorto- 
duodenal fistula  from  aortorenal  bypass  graft 

Pathological  Discussion 

A.  R.  Esparza,  MD*:  At  autopsy,  examination  of 
the  peritoneal  cavity  demonstrated  no  free  blood. 
The  stomach,  and  especially  the  duodenum, 
appeared  distended  and  had  a blue  discoloration. 
The  third  portion  of  the  duodenum  appeared 
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Fig  1 . Autopsy  specimen  showing  a probe  entering  the 
fistula  from  the  duodenum  and  with  its  exit  in  the  aorta. 
Note  under  the  probe  the  film  of  clotted  blood  which 
covered  the  ostium  of  the  right  renal  artery  and,  partial- 
ly, the  ostium  of  the  bypass  graft, 
unusually  fixed  to  the  underlying  aorta,  and 
there  was  some  firmness  to  palpation  at  this  site. 
The  stomach,  duodenum,  and  pancreas  were  dis- 
sected “en  bloc”  with  the  aorta.  On  further  dissec- 
tion, the  stomach  and  duodenum  appeared  filled 
with  fluid  and  semi-clotted  blood.  There  were  no 
visible  lesions  on  the  gastric  mucosa.  In  the  third 
portion  of  the  duodenum,  however,  there  was  an 
elevated,  dome-shaped  lesion  with  a central  cra- 
ter, corresponding  to  the  indurated  area.  This 
area  was  at  the  level  of  the  ligament  of  Treitz  and 
on  the  posterior  wall.  A probe  introduced  into  the 
crater  passed  freely  into  the  lumen  of  the  aorta, 
immediately  below  the  origin  of  the  right  renal 
artery  (Fig  1),  thus  confirming  the  diagnosis  of  an 
aortoduodenal  fistula.  Seen  from  the  aorta,  the 
lesion  appeared  as  a slight  outpouching,  2 cm  in 
diameter  and  0.6  cm  deep,  and  covered  by  a thin 
layer  of  clotted  blood,  under  which  the  ostium  of 
the  right  renal  artery  and  the  ostium  of  the  bypass 
graft  were  identified.  The  short  stump  of  the 
graft  was  more  tangible  than  visible,  and  the 
opening  of  the  fistula  was  identified  as  a small  slit 
at  the  anastomotic  site.  A metal  clip  was  identified 
nearby,  corresponding  to  that  seen  in  the  angio- 
graphic study,  fhe  ostium  and  the  remaining 
stump  of  the  right  renal  artery  were  occluded  by 
severe  arteriosclerosis  and  sujjerimposed  throm- 
bus. 

No  other  lesions  were  seen  in  the  distal  small 
bowel  or  colon,  fhere  was  evidence  of  general- 
ized arteriosclerosis  with  numerous  phujues. 


ulcers,  and  calcified  patches  along  the  aorta  and 
its  main  branches.  The  left  internal  iliac  artery 
was  completely  occluded  and  the  right  renal 
artery  was  narrowed,  but  patent.  The  heart  was 
enlarged  (365  g)  and  showed  multifocal  intersti- 
tial fibrosis  and  moderate  coronary  arterioscle- 
rosis. The  left  kidney  showed  compensatory 
hypertrophy,  but  also  demonstrated  cortical  scars 
due  to  chronic  ischemia. 

The  development  of  aortoenteric  fistulas  is  a 
known  complication  of  aortic  reconstructive 
surgery.  They  can  occur  in  the  immediate  post- 
operative period,  generally  due  to  infection,  or 
long  after  surgery,  as  in  the  current  case.  The 
pathogenesis  of  these  remote  occurrences  is  not 
clear,  and  the  possibilities  of  foreign  body  reac- 
tion, infection,  and  the  effect  of  the  pulsatile 
force  have  been  considered. 

In  a case  such  as  this  one,  it  is  likely  that  the 
weakening  of  the  suture  line,  as  well  as  of  the 
duodenal  wall,  by  the  intra-aortic  pressure  and 
pulsatile  force  over  a long  period  of  time  (14 
years)  may  be  the  causative  factors.  The  anatom- 
ical relationship  of  the  duodenum  to  the  aorta  in 
the  region  most  suitable  for  reconstructive 
surgery  explains  the  prevalence  of  aortoduode- 
nal fistulas  over  other  segments  of  the  intestinal 
tract.  The  clinical  presentation  is  usually  massive 
gastrointestinal  hemorrhage,  with  one  or  several 
previous  bouts  of  intermittent  bleeding. 

Our  final  diagnosis  was  generalized  arterio- 
sclerosis, S/P  right  renal  artery  reconstruction 
with  bypass  graft,  and  aortoduodenal  fistula  with 
massive  gastrointestinal  hemorrhage  and  hypo- 
volemic shock. 

Anatomic  Diagnosis 

Aortoduodenal  fistula  with  massive  gastrointes- 
tinal hemorrhage  S/P  right  renal  artery  recon- 
struction with  bypass  graft 
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HAVE  YOU  HEARD?  . . . 


Adolescent  mothers  have  a better  chance  for 
stable  relationships  when  the  child’s  father  is  old- 
er than  do  those  teenage  mothers  who  pair  with 
their  contemporaries,  according  to  a paper  in  the 
May  1984  issue  of  i\\Q  American  Journal  of  Diseases 
of  Children.  Researchers  from  the  University  of 
Colorado  Health  Sciences  Center  investigated 
the  relationships  of  192  females  and  51  males. 
Teenage  mothers  were  those  18  years  old  or 
younger  while  “older”  men  were  defined  as  those 
aged  20  years  of  older.  A group  of  16  older  cou- 
ple relationships  was  used  as  a control. 

The  findings  suggest  that  age  differences  may 
be  beneficial  to  coupling.  Both  the  adolescent 
couples  and  older  couples  regarded  interperson- 
al relationships  as  more  difficult  than  did  the 
teenage  mother/older  father  couples.  The  study 
further  revealed,  however,  that  older  men  who 
pair  with  younger  women  are  more  like  the 
adolescents  than  the  older  men  in  the  control 
group.  The  researchers  point  out  that  the  older 
men  who  choose  women  closer  to  their  own  age 
were  better  educated  and  showed  higher  levels  of 
ego  development  than  either  the  teenage  fathers 
or  the  older  men  pairing  with  adolescent  women, 
supporting  an  impression  of  inadequacy  in  this 
group. 


• • • 


A new  method  for  transfusing  oxygen  to  patients 
who  refuse  blood  transfusions  is  reported  in  the 
June  1984  Archives  of  Surgery.  Known  as  perflu- 
orocarbon  (PFC)  infusion,  the  method  was  used 
by  Doctor  Kenneth  Waxman  of  the  University  of 
California  at  Irvine  and  his  colleagues  with  six 
severely  anemic  surgical  patients  who  refused 
blood  transfusions  for  religious  reasons.  While 
the  arterial  oxygen  content  did  not  increase 
appreciably  after  PFC  infusion,  oxygen  con- 
sumption rose  dramatically.  PFCs  carry  oxygen 
by  direct  solubility.  According  to  the  researchers, 
another  benefit  associated  with  PFC  infusion  re- 
lates to  microcirculation.  They  postulate  that  the 
small  particle  size  may  “allow  the  PFC  to  flow 
through  constricted  capillary  beds  and  may  im- 
prove plasma  flow  through  these  vessels  as  well.” 
The  technology  is  not  without  problems, 
however.  The  report  notes  that,  while  few  jirob- 
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lems  evidently  have  been  reported  from  its  exten- 
sive utilization  in  Japan,  American  investigators 
have  found  several  adverse  clinical  effects.  These 
include  lowered  blood  pressure,  abnormal  liver 
function  test  results,  and  transient  decreases  of 
white  blood  cell  counts. 

• • • 

Two  new  custom-built  coaches  fully-equipped 
with  Kodak  Ektachem  700®  analyzers  currently 
are  providing  a forum  for  on-site  demonstrations 
to  clinical  chemists,  clinical  pathologists,  medical 
technologists,  and  hospital  administrators.  The 
new  mobile  Ektachem  analyzer  demonstration 
vans  are  owned  and  operated  by  the  Eastman 
Kodak  Company  of  Rochester,  New  York.  The 
primary  purpose  of  the  vans,  according  to  com- 
pany officials,  is  to  provide  health-care  profes- 
sionals with  a convenient  and  time-efficient  way 
to  see  an  Ektachem  700  analyzer  in  operation. 

The  analyzer  is  designed  to  perform  25  dif- 
ferent kinetic  enzyme,  potentiometric,  and  col- 
orimetric clinical  chemistry  tests.  Intended  for 
high-volume  routine  testing  procedures,  it  is  ca- 
pable of  producing  more  than  500  patient  test 
results  an  hour  and  includes  such  options  as  the 
versatile  organization  of  patient  reports,  internal 
diagnostics,  and  calibration  programs.  The  new 
analyzer  also  utilizes  clinical  chemistry  reagent 
slides  that  incorporate  dry  layered-coating  tech- 
nology. The  reagents  needed  to  perform  the  tests 
are  packaged  in  a container  holding  50  individual 
dry  slides,  each  of  which  is  about  the  size  of  a 
postage  stamp.  This  dry  process  eliminates  the 
need  for  liquid  reagents  and  can  substantially 
reduce  the  time  spent  in  mixing  reagents. 

Present  plans  call  for  the  MED  Vans  to  stop  in 
33  cities  throughout  the  next  three-month  peri- 
od. Additional  stops  are  being  planned  for 
upcoming  months.  To  schedule  a demonstration, 
call  1-800-828-6344  for  the  name  and  telephone 
number  of  the  Kodak  sales  representative  in  your 
area. 

• • • 

Television  programming  being  provided  to  sub- 
scriber hospitals  by  the  Hospital  Satellite  Net- 
work will  be  transmitted  in  coded  form  by  the  end 
of  1984,  according  to  company  officials.  The  en- 
crypted format  is  intended  for  hospital  telecon- 
ferences involving  confidential  and  sensitive 
topics,  such  as  financial  data,  discharge  reports, 
disciplinary  actions,  and  policy  matters. 
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HSN  broadcasts  to  subscriber  hospitals  24 
hours  each  day  a range  of  program  material, 
including  education  programs  for  physicians, 
nurses,  and  other  health  professionals.  Telecon- 
ferencing has  become  a rapidly  expanding  part 
of  the  HSN  service  with  some  conferences  pro- 
duced by  the  subscriber  hospital  and  others 
obtained  through  agreements  with  medical 
schools,  teaching  hospitals,  and  other  sources.  A 
weekly  magazine  format  program  for  medical 
professionals  also  is  included  as  part  of  the  service 
as  are  movies  and  other  entertainment  for  pa- 
tients. 


• • • 
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Two  dermatologists  report  in  the  November 
1984  issue  of  Archives  of  Dermatology  on  the  suc- 
cessful treatment  of  an  unusual  scalp  condition 
characterized  by  the  formation  of  ridges  and  fur- 
rows and  accompanied  by  patches  of  baldness. 
Doctors  Jerome  Garden,  and  June  K.  Robin- 
son of  Northwestern  University  School  of  Medi- 
cine describe  treatment  of  cutis  verticis  gyrata 
(CVG)  with  the  scalp  reduction  procedure,  a sur- 
gical excision  of  affected  scalp  and  closing  with 
staples.  Scalp  reduction  generally  has  become  an 
important  technique  for  the  correction  of  such 
disorders  as  cicatricial  and  other  forms  of 
alopecia,  according  to  the  researchers.  Eighteen 
months  after  the  scalp  reduction  procedure, 
there  was  no  noticeable  return  of  the  process. 

• • • 

Metabolism  rather  than  increased  caloric  intake 
accounts  for  the  elevation  of  beneficial  blood 
lipids  in  runners,  according  to  a new  study  from 
Brown  University.  Writing  in  the  August  24, 
1984,  issue  of  JAMA,  Doctor  Peter  N.  Herber  and 
colleagues  report  on  a controlled  study  of  run- 
ners and  sedentary  men.  Among  their  findings 
they  discovered  that  runners  retained  high- 
density  lipoprotein  (HDU)  cholesterol  almost 
twice  as  long  as  sedentary  men.  The  mean  biolog- 
ic half-life  of  HDU  proteins  was  6.2  days  in  the 
runners,  compared  with  3.8  days  in  the  sedentary 
men.  Moreover,  the  mean  HDU  cholesterol  level 
was  65  rng/dU  in  runners  and  4 1 mg/dU  in  seden- 
tary men. 

It  is  possible  that  weight  loss  rather  than  exer- 
cise itself  may  be  responsible  for  the  lij)oprotein 
changes  attending  endurance  training,  the  re- 
searchers say,  pointing  to  other  studies  that  show 


HOME  NURSING  CARE 


Private  Duty  Nursing 


* REGISTERED  NURSES 

* LICENSED  PRACTICAL  NURSES 

* NURSE  AIDES 

* HOMEMAKERS 

* HOME  HEALTH  AIDES 


When  Home  Care  Is  Needed 

Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Employes  Bonded  and  Insured 

(401 ) 751  -9660 

Available  7 days  a week 
24  hours  a day. 


1 


January,  1985  — Vol.  68 


45 


DATilELSfiifCO 

REAL  ESTATE 

92  WATERMAN  STREET.  PROVIDENCE,  RHODE  ISLAND  02906  TELEPHONE  351-6677 


FOR  SALE 

10-room  modernized  Victorian  house 
on  Lloyd  Avenue,  immediately  adjacent 
to  Blackstone  Boulevard.  Includes 
1,200-square  foot,  sidewalk-level  office 
space.  Impressive  center  wall,  two  fire- 
places, 12  X 19  butcher  block  kitchen 
with  Jenn-Air  island  range.  Fully- 
insulated  walls  and  cap.  High  ceilings 
and  beautiful  hardwood  floors. 

Offered  at  $145,000 


LEONARD  M.  LEVIN,  C.P.A.,  LTD. 

24  Mutual  Place 

Providence,  Rhode  Island  02906 


FULL  ACCOUNTING  AND 
TAX  SERVICE  EOR  NEW  AND 
ESTABLISHED  PRACTICES 


For  more  information,  please  call: 
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a HDL-cholesterol  rise  of  10  mg/dL  accompanies 
a 16-kg  (35  lbs)  loss  of  weight. 

• • • 

Chad  Therapeutics,  Inc.  recently  announced  that 
a second-generation  model  of  the  Oxymizer®  ox- 
ygen-conserving device  is  now  available  for 
chronic  obstructive  pulmonary  disease  patients 
who  receive  supplemental  oxygen  at  home. 
Called  the  Oxymizer  Pendant,®  the  new  model 
consists  of  a mouthpiece  and  a pendant  that  rests 
against  the  chest.  According  to  company  officials, 
both  Oxymizer  devices  offer  the  unique  benefits 
of  providing  blood  oxygen  saturation  levels 
equivalent  to  those  attained  with  standard  nasal 
cannulas  at  as  little  as  one-quarter  the  flow  rate. 
This  saving  in  oxygen  can  reduce  the  cost  of 
home  oxygen  therapy  substantially  and  offers 
these  patients  greater  mobility. 

• • • 


According  to  a report  in  the  June  1984  issue  of 
the  Annals  of  Emergency  Medicine,  the  common 
summer  game  of  lawn  “yard”  darts  poses  con- 
siderable dangers  for  children.  Since  1974,  the 
US  Consumer  Product  Safety  Commission 
(CPSC)  recently  noted  15  cases  of  injuries  result- 
ing from  lawn  dart  trauma.  The  wounds,  created 
by  the  dull  metal  points  of  the  darts,  were  usually 
accidental  and  inflicted  by  young  children.  Four 
resulted  in  brain  penetration.  While  lawn  darts 
often  are  viewed  as  toys,  the  CPSC  has  warned 
that  the  game  may  well  cause  serious  trauma  if 
misused  and  that  it  should  not  be  sold  in  toy 
stores. 

• • • 


While  many  families  recognize  the  need  for  com- 
plete medical  records,  few  can  assemble  them 
with  ease  and  accuracy.  To  address  this  problem, 
the  Avant-Garde  Publishing  Company  recently 
introduced  “An  Apple  A Day,”  the  first  in  a new 
series  for  home  computers.  The  three-part  sys- 
tem includes  sections  on  medical  records, 
emergency  health  telephone  directory,  and 
health  advice.  Physician  visits,  x-ray  films,  labora- 
tory tests,  immunizations,  school  requirements. 
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and  other  vital  facts  are  carefully  charted  in  the 
records  segment  as  are  insurance  policy  informa- 
tion and  health-related  tax  deductions.  The 
emergency  health  telephone  directory  arranges 
important  names,  addresses,  and  telephone 
numbers;  lists  directions  to  the  nearest  emergen- 
cy room;  and  files  special  numbers  separately  for 
easy  retrieval.  The  “health  advice”  segment  deals 
with  common  medical  problems  and  what  to  do 
when  they  occur. 

• • • 

The  American  Medical  Association’s  new  medical 
cable  television  programming,  “Med- Video  Clin- 
ic,” is  successfully  reaching  physicians  across  the 
country,  according  to  AMA  officials.  The  new 
program  is  a weekly  series  of  one-hour  segments 
on  the  Lifetime  and  USA  Cable  networks  provid- 
ing continuing  medical  education  (CME)  for 
physicians  on  such  clinical  topics  as  evaluation  of 
breast  disease,  obesity,  headache,  hearing  loss, 
hypertension,  and  asthma.  Each  show  reviews  the 
physiology,  etiology,  diagnosis,  and  treatment  of 
the  condition  as  well  as  the  prognoses.  All  pro- 
grams have  been  evaluated  by  the  AMA  Con- 
tinuing Medical  Education  Advisory  Committee 
for  clinical  relevance  and  accuracy.  Each  also  car- 
ries Category  1 credit  toward  the  AMA  Physician 
Recognition  Award,  which  physicians  may  re- 
ceive after  documenting  150  hours  of  CME  credit 
over  a three-year  period. 

Physicians  have  three  opportunities  to  view 
each  program  offered  in  a given  week.  Each  show 
appears  on  Lifetime  Cable  Network  on  Saturday, 
9 am  EST  and  Sunday,  1 1 pm  EST,  and  again  on 
USA  Cable  Network  in  the  predawn  hours  on 
Monday  morning  at  1 am  EST.  Study  guides  are 
available  to  physicians  on  request  for  $5  each  to 
cover  printing,  postage,  and  handling  costs.  The 
toll-free  telephone  number  for  ordering  the 
guides  is  1-800-972-1000. 

• • • 

The  coughing,  wheezing,  and  shortness  of  breath 
triggered  by  exercise  that  characterizes  the 
asthmatic  condition  termed  “exercise-induced 
bronchospasm”  can  now  be  relieved  by  the 
Proventil®  (albuterol)  inhaler.  Albuterol  is  indi- 
cated for  the  prevention  of  exercise-induced 
bronchospasm  as  well  as  for  the  treatment  of 
other  forms  of  the  dysfunction.  Clinical  studies 
have  demonstrated  that  two  puffs  of  albuterol 
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aerosol  taken  approximately  15  minutes  before 
exercise  prevents  the  bronchospasm  caused  by 
physical  stress  in  asthma  patients.  During  the 
1984  Summer  Olympics,  an  American  gold  med- 
al winner,  sprinter  Jeanette  Bolden,  was  treated 
with  albuterol  for  her  asthma.  The  agent  is  on  the 
US  Olympic  Committee  list  of  approved  drugs 
for  participating  athletes. 

Approximately  seven  million  Americans  suffer 
from  asthma.  Exercise-induced  bronchospasm 
occurs  in  40  to  80  per  cent  of  asthmatic  patients. 

• • • 

Patients  with  aneurysms  of  the  abdominal  aorta 
appear  to  be  at  increased  risk  of  developing  can- 
cer, according  to  a report  in  the  July  1984  issue  of 
the  Archives  of  Surgery.  Researchers  from  the  Yale 
University  School  of  Medicine  report  that  38  per 
cent  of  69  patients  with  aortic  aneurysms  were 
found  to  have  cancer  five  to  ten  years  after  surgi- 
cal repair.  However,  only  13  per  cent  of  a control 
group  of  61  patients  who  had  surgery  for  ather- 
osclerotic occlusive  disease  developed  cancer 
within  the  same  period. 

The  Yale  researchers  postulate  that  tissue  cop- 
per levels  may  be  involved  with  the  development 
and  metastasis  of  cancer.  While  animal  studies 
have  demonstrated  a correlation  between  dis- 
turbances in  copper  metabolism  and  a propensity 
for  the  development  of  aneurysms,  preliminary 
clinical  analyses  also  have  suggested  a similar  link 
in  human  beings.  Copper  has  been  implicated  in 
the  functioning  of  the  immune  system.  Moreov- 
er, animal  studies  have  revealed  that  reduced 
white-cell  activity  also  is  associated  with 
aneurysms. 

The  Yale  study  also  suggested  that  the  muta- 
tion linked  to  the  development  of  aneurysms 
might  itself  be  carcinogenic.  “If  the  relationship 
between  aneurysmal  disease  and  oncogenesis 
suggested  by  the  present  data  can  be  confirmed 
in  more  comprehensive  studies,  it  is  possible  that 
the  association  may  reflect  disturbed  interactions 
between  matrix  proteins  and  epithelial  cells  of 
considerable  biologic  significance,”  the  report 
concludes. 

• • • 

The  General  Electric  Company  recently  intro- 
duced a computed  tomographic  Xenon  Cerebral 
Blood  Flow  (XeCBF)  Imaging  System  for  aiding 
in  the  diagnosis  and  evaluation  of  stroke  victims 
by  helping  physicians  to  determine  the  extent  of 
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damage,  the  timing  for  surgery,  and  potential 
therapeutic  benefits.  Other  applications  cited  by 
the  company  include  blood  flow  analysis  in 
trauma  and  seizure  cases  and  the  evaluation  of 
brain  death.  This  new  XeCBF  system  generates 
images  of  the  perfusion  rate  of  blood  into  the 
brain  tissue.  An  estimated  1.7  million  cases 
annually  could  benefit  from  the  new  protocol. 

Consisting  of  a xenon-oxygen  gas  delivery  and 
an  electronic  gas  sampling  system  to  measure  and 
record  the  patient  blood  uptake  of  the  non- 
radioactive xenon,  the  microprocessor  controlled 
sampling  hardware  is  connected  to  the  CT  9800 
computer.  A special  software  package  enables  the 
CT  9800  to  process  the  data  and  display  the  calcu- 
lated blood  flow  images.  A typical  examination, 
which  can  be  performed  on  an  outpatient  basis, 
consists  of  two  baseline  axial  scans,  followed  by  up 
to  six  xenon-enhanced  axial  scans.  The  XeCBF 
hardware  simultaneously  measures  and  records 
the  concentration  of  the  nonradioactive  xenon  in 
the  exhaled  air. 


• • • 

Marion  Laboratories,  Inc.  has  announced  the 
marketing  of  a new  rapid  diagnostic  test  for  be- 
tahemolytic  Streptococcus,  the  bacterial  strain  most 
commonly  associated  with  streptococcal  pharyn- 
gitis. According  to  company  officials,  CULTUR- 
ETTE  Brand  10-Minute  Group  A Strep  ID® 
effectively  detects  the  pathogen  from  clinical 
material  on  a throat  swab,  eliminating  the  need 
for  overnight  culturing.  Results  of  individual 
tests  are  available  in  10  minutes,  a substantial 
decrease  in  turnaround  time  compared  with  pre- 
viously available  tests.  Sore  throats  account  for  40 
million  medical  visits  each  year,  most  involving 
children.  As  the  signs  and  symptoms  of  group  A 
hemolytic  streptococcal  pharyngitis  are  nonspe- 
cific, clinical  diagnosis  of  the  disease  is  unreliable 
and  a throat  culture  is  essential.  The  market 
potential  for  throat  cultures  in  the  US  may  well 
reach  75  million  units  annually. 

• • • 

The  Medical  Systems  Group  of  the  General  Elec- 
tric Gompany  recently  introduced  a Fast  Cycle 
Option  for  its  CT  9800  Computed  Tomography® 
system,  which  can  reduce  the  time  needed  for 
computed  tomographic  scans  by  more  than  50 
per  cent.  The  new  option  permits  radiologists  to 
see  images  much  more  rapidly,  according  to  com- 
pany officials.  I 
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R.I.  MEDICAL  BUREAU,  INC. 


We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 


NO  UNION,  NO  COMPUTER  DOWNTIME. 
AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 
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50,000 people 
will  be  saved  from 
colorectal  cancer 
this  year. 

\bu  can  save  one. 


Save  yourself!  Colorectal 
cancer  is  the  second  leading 
cause  of  cancer  deaths  after  lung 
cancer.  More  than  90%  of  colo- 
rectal cancers  occur  equally  in 
men  and  women  past  age  50. 
Early  detection  provides  the  best 
hope  of  cure.  That’s  why  if  you’re 
over  50,  you  should  take  this 
simple,  easy  Stool  Blood  Test 
every  year.  The  test  kit  is 
chemically  treated  to  detect  hid- 
den blood  in  the  stool  and  can  be 
done  at  the  time  of  your  periodic 
health  examination  so  your  doctor 
will  know  the  results. 

Two  days  before  the  test, 
you  begin  a diet  you  might  enjoy 
all  the  time.  Plenty  of  fresh 
vegetables  raw  or  cooked, 
especially  com,  spinach  and  let- 
tuce. Lots  of  plums,  grapes. 


apples  and  prunes,  moderate 
amounts  of  peanuts  and  popcorn. 
No  red  meat,  turnips  or  horse- 
radish. Do’s  and  don’t’s  are  listed 
in  the  kit. 

The  presence  of  hidden 
blood  usually  indicates  some 
problem  in  the  stomach  or  bowel, 
not  necessarily  cancer.  Positive 
tests  must  be  followed  by  further 
testing  to  find  out  what  the  prob- 
lem is. 

Other  tests  for  colorectal 
cancer  you  should  talk  to  your 
doctor  about:  Digital  rectal  exam 
(after  age  40);  the  procto  test 
(after  age  50).  It  is  important  to 
report  any  personal  or  family 
history  of  intestinal  polyps  or 
ulcerative  colitis,  and  any  change 
in  your  bowel  habits,  which  could 
be  a cancer  warning  signal. 

The  American  Cancer 
Society  wants  you  to  know. 


Kaiman  Norman  Ng 
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HOW  A STUDENT 
WHO  COULDN’T  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


Everyone  thought  Matthew  Franeisco 
was  failing  sehool. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew's  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Learning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest. 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself. 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we.  Unibed  W^y 
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FOR  THE  PREDIQADILITY 
CONFIRMED  BY  EXPERIENCE 

DALMAHEis 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'  " 

• More  total  sleep  time' " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^" 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^^  '®  '^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  close  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 
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DALMANE®  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  contusion  and 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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HAVE  YOU  HEARD?  . . . 


Would  you  like 
Total  Financial  Control 
of  your  practice? 

Systems  Solutions 

provides  the  answer  to  computerized  medical  management. 


Our  systems  feature: 

• Accounts  Receivable  reports  by  doctor,  insurance 
company,  or  patient 

• Automatic  completion  of  all  R1  BC/BS,  AMA,  Federal 
Medicare  forms  & statements 

• Appointment  scheduling 

• Custom-designed  encounter  forms/super  bills 

• Password  protection 

• Paperless  claims  processing  w/BC/BS. 


Our  solutions  include: 

• Two  week  continuous  on-site  training 

• Maintenance  support 

• Telephone  Hotline 

• Data  entry  of  open  accounts 

• Customization  of  forms 

• All  hardware,  software  furniture  from  one  place 


data 

systems 


THE  QUALITY  COES  IN  BEFORE  THE  NAME  COES  ON 


Call  today  for  a complimentary  comprehensive 
system  analysis  of  your  practice 


BY 

bs^Tems  R 

SOLUTIOnSmc 


650  Greenwich  Avenue 
Warwick,  R1  02886 


723-2913 


Systems  St  Solutions  proudly  announces 
its  latest  computer  installation  at  the  practice  of 

Michael  A.  Rocchio,  M.D. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  journal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction,  their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  oeta-2 
blockade."’ 


Evidence 
that  all  belli  blockers 
are  not  created  equal. 


Right  from  the  start 
in  hypertension . . . 


fOnce-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.^  ^ In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 

hrarlvrarrli;!  hpart  hinrk  prpafpr  than  firQt 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details 


Once-daily 

^'‘^■^^/INDERAL  LA 


(PROPRANOLOL  HCI) 


iONG  ACTING 
CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  f20  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  tor  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  of  absorptioh  ot  propraholol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  tor  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  hot  match  (are  lower  than)  those  of  two  to  tour 
limes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  tor  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  ol  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  etfect  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
cohventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  ot  the  antihypertensive  effect  ot  INDERAL  has  not  been  established 
Amohg  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidheys,  and  (3)  diminution  ot 
tonic  sympathetic  herve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatmeht  ot  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  ol  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rale, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  end  diastolic 
pressure  and  systolic  election  period  The  het  physiologic  effect  ot  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  ot  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  tor  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthelic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance ot  the  membrane  action  in  the  treatment  ot  arrhythmias  is  uncertain 

The  mechanism  of  the  ahtimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  ot  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  ot  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patieht  But  there  are  also 
situations  in  which  sympathetic  stimulatioh  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  ot  sympathetic  drive 
which  should  be  preserved  In  the  presence  ol  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  etlect  ot  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constrictioh  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  m patiehts  subiect  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  hot  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
lor  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  tor  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatmeht  ol  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  tor  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  tor  treatment  ot  exertional  or  other  stress-induced 
angina  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ot 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  mav  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure  if  hecessary.  they  can  be  used  with  close  tollow-up  ih  patients 
with  a history  ot  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ot  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  it  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a lew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  lake  other  measures  appropriate  for  the  man- 
agement ot  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indicatiohs 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  ol  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia ahd  surgical  procedures 


> ^ 

80  120 
- mg  . .mg 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  ot  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  ot 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism 
Therefore  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  ol  symptoms 
ot  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  tor  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  ol  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  ot  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  catecholamine- 
blockihg  action  may  produce  an  excessive  reduction  ot  resting  sympathetic  nervous  activity 
which  may  result  ih  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
beeh  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  t8-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  ot  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potehtial  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safetv  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  beeh  mild  and  transient  and  have 
rarely  required  the  withdrawal  ot  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  ot  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness.  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientatioh  tor 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  hausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  ahd  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivas  reported  tor  a beta  blocker  (practolol) 
have  hot  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily  If  patients  are  switched  from  INtDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  ot  the  24-hour  dosing  interval 
HYPERTENSION— Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  ot  640 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  ot  dosage  exceeding  320  mg  per  day  have  not  been  established 

It  treatment  is  to  be  discontinued  reduce  dosage  gradually  over  a period  ot  a tew  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  rahge  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  It  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therajjy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ot 
S6v6ral  we©ks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
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^ffiDICAID  FEE  SCHEDULES  TO  BE  UPGRADED 

The  RI  Department  of  Social  and  Rehabilita- 
tive Services  (SRS)  plans  to  upgrade  its  fee 
schedule.  President  Dr  Paul  J.M.  Healey  told 
the  RIMS  House  of  Delegates  at  its  recent 
meeting.  An  estimated  80,000  Rhode  Island- 
ers are  eligible  for  Medicaid  benefits.  Dur- 
ing fiscal  year  1985,  state  Medicaid  expen- 
ditures are  expected  to  exceed  $250  million. 

The  SRS  action  was  precipitated  by  a meeting 
between  the  RIMS  Medical  Economic  Committee, 
chaired  by  Dr  Peter  Mathieu,  and  Anthony  Bar- 
ile,  SRS  Director  of  Rehabilitative  Services. 
In  addition  to  the  obvious  problems  created 
by  low  fee  profiles,  the  Committee  told  Bar- 
ile  that  many  physicians — especially  those 
in  smaller  cities  and  rural  areas — cannot 
find  specialists  and  clinics  who  will  accept 
referrals  of  Medicaid  patients. 

In  other  actions  at  its  January  19  meeting, 
the  House: 

• reviewed  a working  document  prepared  by 
the  By-Laws  Committee  which  would  restruc- 
ture the  Society's  internal  organization. 

The  proposed  changes,  to  be  submitted  to 
the  House  at  its  May  1985  meeting,  would 
upgrade  the  status  of  hospital  medical 
staffs  in  both  the  Council  and  the  House 
of  Delegates,  streamline  the  organization 
of  both  bodies,  and  acknowledge  the  chang- 
ing role  of  the  district  societies. 

• elected  Dr  Herbert  Rakatansky  as  Presi- 
dent-Elect to  fill  the  unexpired  term 

of  Dr  Leonard  S.  Staudinger  who  resigned. 

• directed  the  Society  to  seek  legislation 
which  would  ban  boxing  within  the  state. 

The  House  called  the  "sport”  of  boxing  a 
"barbaric"  activity  whose  sole  objective 
is  to  inflict  injury. 

• also  asked  the  Society  to  seek  the  intro- 
duction of  legislation  to  require  helmet 
usage  by  motorcycle  drivers.  The  state's 
mandatory  helmet  law,  originally  passed 
in  1969,  was  repealed  in  1976. 
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HOSPITAL  PRIVILEGES  DEBATED  AT  AMA  MEETING 

The  AMA  Section  on  Hospital  Medical  Staffs 
has  become  increasingly  active,  AMA  Dele- 
gate Dr  John  J.  Cunningham  told  the  RIMS 
House  of  Delegates  at  its  January  meeting. 
The  medical  staff  section,  which  met  in 
conjunction  with  the  December  AMA  Interim 
Meeting,  attracted  representatives  from 
nearly  500  hospitals. 

The  awarding  of  hospital  privileges.  Dr 
Cunningham  reported,  has  become  a hotly  de- 
bated topic,  especially  with  the  institution 
of  a prospective  payment  system  under  Medi- 
care. It  was  reported  at  the  AMA  meeting 
that  the  privileges  of  some  physicians  who 
consistently  exceed  the  reimbursement  li- 
mits paid  under  the  DRG  system  are  not 
being  renewed  by  their  hospitals.  Several 
of  these  cases  currently  are  under  litiga- 
tion. 

Dr  Cunningham  also  told  the  RIMS  delegates 
that  hospitals  throughout  the  country  are 
expanding  rapidly  into  joint  ventures  as  a 
means  of  diversifying  their  financial  in- 
terests. These  joint  ventures,  including 
such  activities  as  nursing  homes,  ambulatory 
surgical  centers,  and  other  ambulatory  units, 
often  compete  directly  with  community-based 
physicians . 


In  other  actions  at  its  December  1-5  meet- 
ing, the  AMA  House  of  Delegates: 


• approved  two  progress  reports  on  the  mal- 
practice crisis,  including  one  which  pre- 
sents the  results  of  a detailed  study  of 
costs,  tort  reform,  and  other  aspects  of 
the  problem.  Another  reports  on  the  ac- 
tivities of  the  AMA  Special  Task  Force 
on  Professional  Liability  which  was  es- 
tablished last  June.  Its  function  is  to 
coordinate,  emphasize,  and  expand  the 
activities  of  the  AMA  in  helping  to  re- 
solve the  crisis. 


• expressed  concern  regarding  negative  pub- 
lic opinion  and  approved  a report  which 
notes  that  all  public  relations  efforts 
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AMA  MEETING  (continued) 

will  fail  unless  "individual  physicians 
commit  themselves  to  spending  more  time 
with  patients,  giving  them  better  instruc- 
tions, and  discussing  their  fees." 

• called  for  a widely-publicized  ban  on  both 
professional  and  amateur  boxing. 

• addressed  six  resolutions  on  professional 
review  organizations  (PROs) . Briefly,  the 
resolutions  direct  the  AMA  to:  1)  continue 
its  support  of  professionally-directed  peer 
review  programs  which  emphasize  quality  of 
care;  2)  oppose  the  use  of  arbitrary  admis- 
sion and  quality  review  objectives;  3)  im- 
plement a system  of  monitoring  PROs  through- 
out the  country  to  determine  whether  reme- 
dial legislation  is  necessary;  and  4)  seek 
legislation  to  correct  demonstrated  inequi- 
ties in  the  implementation  of  PRO  programs. 

Among  the  highlights  of  the  AMA  meeting  was 
the  presidential  address  of  Dr  Joseph  Boyle, 
who  told  the  assembled  delegates  that 
"enough  was  enough."  Noting  that  organized 
medicine  must  oppose  Administration  efforts 
to  decrease  expenditures  for  health  care  ar- 
bitrarily, Boyle  pledged  support  for  profes- 
sional efforts  to  curb  growing  health  care 
costs  on  a voluntary  basis. 

LEGISLATIVE  "KEY  CONTACT"  PROGRAM 
NOW  COMPUTERIZED 

Computer  bits  will  give  the  Society  a sharper 
bite  when  it  testifies  before  the  RI  General 
Assembly  this  year.  At  the  suggestion  of  the 
Public  Laws  Committee,  chaired  by  Dr  Peter  D.T. 
Clarisse,  the  Society  has  implemented  a compu- 
terized data  base  to  match  physicians  and 
their  spouses  with  state  legislators  and 
other  officials  in  the  new  administration. 

The  data  are  based  on  responses  to  a question- 
naire sent  to  all  RIMS  members  in  December 
which  asked  physicians  to  indicate  if  they 
were  acquainted  with  any  state  legislators 
or  other  officials  or  had  campaigned  actively 
during  the  general  elections.  The  survey  al- 
so sought  information  to  determine  the  willing- 
ness of  potential  volunteers  to  present  testi- 
mony and  call  their  legislators.  Nearly  100 
members  have  volunteered  to  serve  as  contacts. 
To  tap  additional  resources,  similar  surveys 
were  sent  to  RIMS  auxilians,  members  of  the 
RI  Society  of  Osteopathic  Physicians,  and 
non-members . 


RIMS  SURVEYS  PHYSICIANS  (continued) 

Two-thirds  of  the  Senate's  12  Republicans 
and  half  of  the  38  Democratic  senators  have 
been  matched  with  at  least  one  physician  con 
tact.  The  weak  area  of  the  emerging  network 
is  Kent  County,  where  Senate  Districts  15, 
16,  17,  19,  and  20  remain  without  physician 
participants.  The  computerized  data  base 
for  the  House  of  Representatives  and  other 
key  administration  officials  will  be  com- 
pleted by  early  February. 

RIMS  President  Dr  Paul  J.M.  Healey  empha- 
sized the  importance  of  the  network  to  the 
RIMS  House  of  Delegates  at  its  January  meet- 
ing. "More  than  200  bills  directly  affec- 
ting the  delivery  of  medical  care  and  physi- 
cians will  be  introduced  this  session,"  Dr 
Healey  told  the  delegates.  "The  success  of 
our  efforts  is  largely  dependent  upon  the 
willingness  of  members  to  donate  their  time 
and  energy." 

Among  the  bills  introduced  during  the  first 
two  weeks  of  the  1985  session  are  proposals 
to  impose  a one-year  freeze  on  physician 
fees  and  a three-year  cap  on  hospital  rates; 
to  ask  Congress  for  a national  health  insur- 
ance system;  to  require  all  physicians  to 
accept  Medicare  assignment  as  payment  in 
full;  and  to  mandate  seat  belt  usage.  Of 
particular  concern  to  physicians  are  two 
bills  which  would  prohibit  the  practice 
of  "balance  billing"  for  all  patients  with 
Blue  Shield  and  other  third-party  coverage. 

COMPILATION  OF  CME  RECORDS  TO  BE  REQUIRED 
THIS  YEAR 

It  is  not  too  early  for  physicians  to  start 
compiling  Information  concerning  their  con- 
tinuing medical  education  (CME)  activities 
during  the  past  three  years.  According  to 
Dr  Herbert  F.  Hager,  Chairman  of  the  RIMS 
Committee  on  Standards  & Credentials,  all 
Rhode  Island  physicians  will  be  required  to 
verify  that  they  have  accumulated  at  least 
60  Category  1 CME  credits  during  the  period 
between  November  1,  1982  and  October  31, 

1985.  The  information  must  be  submitted 
with  the  1986  applications  for  reregistra- 
tion of  license. 

While  to  date  no  Rhode  Island  physicians 
have  been  audited  for  their  CME  records, 
the  Attorney  General  has  threatened  to  do 
so  in  the  past.  It  remains  difficult. 
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CME  RECORDS  REQUIRED  (continued) 

Dr  Hager  has  warned,  to  determine  the  pos- 
ture of  the  new  administration  on  this 
issue. 

ANNUAL  MEETING  TO  BE  HELD  IN  MAY 

The  Providence  Marriott  Hotel  will  be  the 
site  of  the  1985  Annual  Meeting  of  the 
Rhode  Island  Medical  Society,  scheduled  for 
Wednesday,  May  29.  Highlights  of  the  day's 
activities  include  an  opportunity  for  RIMS 
members  to  meet  informally  with  Dr  Harrison 
Rogers,  AMA  President-Elect,  the  general 
membership  business  meeting,  the  annual 
session  of  the  House  of  Delegates,  and  the 
presidential  address  of  Dr  Paul  J.M. 

Healey. 

Dr  Arnold  S.  Reiman,  Editor,  New  England 
Journal  of  Medicine,  has  been  invited  to 
present  the  1985  Chapin  Oration,  which  is 
sponsored  jointly  by  the  Society  and  the 
City  of  Providence.  The  day's  events 
will  conclude  with  a reception  and  dinner 
dance. 

Invitations  and  reservation  forms  will  be 
sent  to  all  RIMS  members  the  first  week  of 
April . 

LEGISLATIVE  UPDATE; 

MALPRACTICE:  A LOCAL 

AND  NATIONAL  OVERVIEW 

Under  the  leadership  of  President  Dr  Paul 
J.M.  Healey,  the  Society  has  laid  the  ground- 
work for  a legislative  and  public  relations 
campaign  intended  to  help  alleviate  the  mal- 
practice crisis.  The  three-pronged  attack, 
which  is  partially  based  on  successful 
approaches  used  elsewhere,  will  target  the 
following  issues: 

Public  relations:  Because  of  the  difficul- 

ties of  obtaining  legislative  relief  with- 
out a broad  base  of  public  and  business  sup- 
port, plans  are  underway  to  produce  a 
brochure  which  links  the  direct  and  indirect 
costs  of  the  crisis  to  the  escalating  cost 
of  medical  care. 

It  will  be  available  to  RIMS  members  for  use 
as  patient  handouts  and  bill  stuffers. 
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MALPRACTICE  PROGRAM  UNDER  DEVELOPMENT 
(continued) 

Legislation:  During  the  1984  session  of 

the  Rhode  Island  General  Assembly,  the 
Society  successfully  Introduced  a five-bill 
package  which  would  have:  1)  required  struc- 
tured payments  for  all  awards  greater  than 
$100,000;  2)  reduced  interest  pa5mients  on 
judgments  from  12  per  cent  to  10  per  cent; 

3)  amended  the  collateral  source  rule;  4) 
limited  awards  for  non-economic  losses  to 
$250,000;  and  5)  established  qualifications 
for  expert  witnesses. 

Instead  of  acting  on  the  package,  however, 
the  General  Assembly  authorized  establish- 
ment of  a 15-member  commission  on  malprac- 
tice. To  date,  the  Commission  has  yet  to 
hold  its  first  meeting  despite  continued 
objections  from  the  Society  concerning  its 
lack  of  activity. 

Alternatives  to  the  JUA:  Discussions  have 

been  held  with  E.  James  Sterglou  of  the 
New  York  actuarial  firm  Woodward  & Fondil- 
ler  concerning  alternatives  to  the  Joint 
Underwriting  Association,  including  the 
feasibility  of  the  Society's  sponsorship 
of  an  off-shore  captive  carrier. 

To  provide ’some  perspective,  a brief  synop- 
sis of  the  experience  in  three  states  is 
presented  below: 

At  the  recommendation  of  its  Governor's 
Commission  on  Medical  Malpractice,  the 
state  of  Louisiana  in  late  1984  amended 
the  comprehensive  Medical  Malpractice  Act 
of  1975  in  an  effort  to  safeguard  the 
changes  enacted  ten  years  ago.  Among  the 
features  of  the  law  are  provisions  which: 

1)  limit  the  personal  liability  of  physi- 
cians to  $100,000  for  any  single  claim; 

2)  limit  the  size  of  awards  to  $500,000 
plus  future  medical  expenses;  3)  require 
pre-trial  screening  or  binding  arbitra- 
tion; 4)  permit  the  insurance  commissioner 
to  dismiss  inactive  claims;  and  5)  prohi- 
bit the  plaintiff  from  seeking  a specific 
dollar  amount  in  damages  (the  so-called 
"ad  damnum"  clause) . 

The  Louisiana  legislation  is  unique  for 
two  reasons.  First,  three  of  the  six  mem- 
bers of  the  Governor's  Commission  were 
representatives  of  the  Louisiana  State 
Medical  Society.  In  contrast,  the  15- 
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BROWN  SYMPOSIUM  (continued) 


member  malpractice  commission  established 
last  year  by  the  Rhode  Island  General 
Assembly  includes  only  one  physician.  The 
other  members  are  state  legislators,  four 
plaintiffs* *  attorneys,  and  one  defense 
attorney.  As  noted  above,  the  Commission 
has  yet  to  meet. 

Second,  unlike  the  other  49  states,  Louisi- 
ana law  stems  from  the  Napoleonic  Code  ra- 
ther than  British  common  law.  In  practice, 
this  means  that  in  constitutional  cases  the 
courts  are  restricted  to  interpreting  le- 
gislative language,  thus  making  judicial 
overthrows  extremely  difficult  to  obtain. 

Similar  reforms  presently  are  being  sought 
in  Pennsylvania,  Kansas,  and  elsewhere.  The 
Pennsylvania  Medical  Society  is  sponsoring 
a $100,000  research  project  intended  to 
develop  the  most  effective  legislative 
program.  Late  last  year,  the  PMS  produced 
a patient  education  pamphlet  which  calls 
for  a pretrial  motion  and  concilation  sys- 
tem, establishment  of  maximum  damages,  a 
contingency  fee  schedule  revision,  a 
stricter  statute  of  limitations,  structured 
pa5rment  of  awards,  and  qualifications  for 
expert  witnesses. 

Kansas  physicians  plan  to  focus  on  estab- 
lishing a reasonable  limit  on  awards, 
limiting  settlements  for  "pain  and  suffer- 
ing," and  requiring  disclosure  of  all 
collateral  sources. 

The  approaches  in  Louisiana,  Pennsylvania, 
Kansas,  and  elsewhere,  however,  do  feature 
one  common  element.  All  have  recognized 
the  importance  of  obtaining  the  support  of 
patients  and  the  general  public  by  produc- 
ing patient  education  brochures. 

BROWN  SCHEDULES  ETHICS  SYMPOSIUM 
NEXT  MONTH 

Brown  University  has  announced  that  the  Ele- 
venth Annual  Symposium  on  Biomedical  Ethics 
will  be  held  March  15-16  at  the  campus.  Fo- 
cusing on  "Old  Age  and  Freedom:  Dilemmas  of 

Autonomy,  Paternalism,  and  Responsibility  in 
Geriatric  Medicine,"  this  year's  sessions 
will  be  devoted  to  a multidisciplinary  exa- 
mination of  the  "underlying  value  and  ethi- 


cal issues"  of  dealing  with  the  elderly. 
Among  others,  the  featured  speakers  include 
Dr  James  S.  Fries,  author  of  Vitality  and 
Aging;  Anthony  Glasscock,  University  of  Wyo- 
ming, an  anthropologist  who  has  done  field 
work  in  Kenya,  Somalia,  and  Ireland;  Dr 
Diane  Meier,  Mt.  Sinai  Medical  Center;  and 
Bruce  L.  Miller,  Professor  of  Philosophy, 
Michigan  State  University.  Additional 
information  and  programs  are  available  from 
863-2718. 


PERIPATETICS 

Rhode  Island  physicians  in  the  news  include: 

• The  1985  medical  staff  officers  at  Rhode 
Island  Hospital  are  Drs  John  C.  Lathrop, 
a Providence  obstetrician/gynecologist , 
president;  Paul  E.  Sydlowski,  a Providenc 
ophthalmologist,  president-elect;  Joseph 
Lombardozzi,  a Providence  internist, 

vice-president;  and  William  M.  Corrao, 
treasurer. 

• Dr  Henry  S.  Urbaniak,  Jr.,  director  of 
orthopedic  surgery,  Roger  Williams  Hospi- 
tal, has  been  elected  president  of  the 
Rhode  Island  Orthopedic  Society. 

• New  editor  of  the  Red  Book  of  the  Ameri- 
can Academy  of  Pediatrics  is  Dr  Georges 
Peter,  director  of  infectious  diseases, 
Rhode  Island  Hospital.  The  official 
handbook  of  the  AAP  Committee  of  Infec- 
tious Diseases,  the  Red  Book  is  regarded 
as  the  international  reference  work  on 
the  management  of  infectious  diseases 

in  children. 

• The  National  Heart,  Lung,  and  Blood  In- 
stitute has  given  a $250,000  Transfusion 
Medicine  Academic  Award  to  Dr  James  P. 
Crowly , associate  director  of  hematology, 
Rhode  Island  Hospital,  to  strengthen  the 
research  and  teaching  of  hematology  at 
the  hospital  and  Brown  University. 


NOTE:  Thz  PAncXcce  Uanagmznt  Quz6-tion 
0^  thz  Month  mtt  n.ztuAn  tn  MaAch  Mtth 
a cUyiCiL6iton  o{^  "Vattzvit  CompZatnt^ 
Agatn^t  Phg^tctan^," 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 


64 


Rhode  Island  Medical  Journal 


ii 


Rhode  Island  Medical  Journal 


Volume  68,  Number  2 


February  1985 


TABLE  OF  CONTENTS 


59  NEWSLETTER 
67  EDITORIAL 

Alcoholism  and  the  Role  of  the  Physician 

69  PRESIDENT’S  PAGE 
71  RADIOGRAPHIC  CASE  OF  THE  MONTH 
91  LETTER  TO  THE  EDITOR 
91  HAVE  YOU  HEARD?  . . . 


CONTRIBUTIONS 

75  Book  Review 

Alcohol  in  America:  The  Price  We  Pay 
Herbert  Rakatansky,  MD 

79  Cultural  and  Social  Aspects  of  Alcohol  Use:  General  and  Local  Issues 

Social  and  Cultural  Perspectives  Have  Made  Significant  Contributions 
to  Our  Understanding  of  Drinking  Behaviors 

Dwight  B.  Heath,  PhD 

87  Treating  Alcoholism  in  Rhode  Island:  1974-1984 

Available  Treatment  Programs  and  Decreased  Consumption  Provide  Hopeful  Signs  for  the  Future 
Roswell  D.  Johnson,  MD 

COVER 

While  it  is  more  than  likely  that  problems  with  drinking  predate  recorded  history,  alcoholism  was  endemic  to  18th-century  London 
where  the  cheap  price  of  gin  and  a rapidly-changing  society  resulted  in  street  scenes  such  as  the  cover  etching  by  William  Hogarth 
(1697-1764). 

"Gin  Lane,"  from  The  Works  of  William  Hogarth,  from  the  Original  Plates  Restored  by  James  Heath  (1822). 

Provided  courtesy  of  Candy  Pezzera,  Print  Department,  Rhode  Island  School  of  Design  Museum  of  Art 
February,  1985  — \'ol.  68 


65 


’*  •*  ■•  ■•  ••«  ••»•• 


«; 


m%m 


-s 


• • 
I 
■ 


■ 

'•  ■ 

• • 


M 


« 

!« 

■ 


• t» 

• I* 


■ »< 


• 

• t 

• 

• 

t a 

■ 

1 

1 

•^1  ■ 

•i  ■ 

1^ 

w 

•*a  * * 

n 

1 

s 

• < -1  • 

1 

1 

• 

• 1 • 

III 

It 

■ 

■ Bl  ■ 

• 

# 

r 

1 M’ 

k 

. *1 

I 

• 

I 

1 

* 

1 

• 1 

• 

a 

^•1 

B 

■■■■•* 


• • ■ 


S " g 


---  laa 

■■  *"  *•  *■  ■' 

! "llSS  • R* 

\m  • • * 

• ■ Ml 

« • ■ I 

■ •I  I 

• ■ •'.>  >■ 


III* 

II 

I.* 

I • 


I* 

.|»l 

• I 

"■■•I 
■ III 


II 

II 

I » 

I ■ 

< 1 


• i 

m 


■ 

»* 

» 


■ ■ 
■M; 
• • 

■ • I 

* «f. 


• ■ 


• ■ 


I 

■ ■ 
■■ 


M 

% 


nil 

•• 

I 

■ I 


■ ■ ■ 
J • ■ ■ 

■ ■ ■ • 


I l«  ■«  ■M«>W 

•J2.1  ■ 

a 


■ ■■■■  ■ ■■ 


„ _ *•••  ■ - I ■ 

■■■It!  - 

■ SiHiiaM  ;{  2 ■■  am  m 


■ ■ ■ 

V I ■ • 

<*■  II  ■ 

S ' ■ 

*IIBI 

s 

■ I ■ 

s ■ 

m ■■ 

■■■■ 


■■ 


■ I 


■■ 

•III 


M lIUII 


Mil 
t ■ I • 


ttmwm  u.Bi 


^ 0 Itilt  111  ’ •• 

, * II  ini'  •< 


iiiMiiiuiM  mm  wm 

nil w HI' M imp®  ••  ' 

, ntt  • Ml 

II  iltt'l  I <•  I 

• I • v 


l.i  K * 


' I B ir« 


II 


i»  I 6.: 
I 

I,  ■ i|P 


■ •« 


• • I 

la  m 


FOR  SEVERE  COUGHS^  CAN  YOU 
~ REMEMBERTHESE  LEHERS? 


You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussiif-DAC^ 


Each  5 ml  (1  teaspoonful)  contains; 

Guaifenesin,  USP 

Pseudoephedrine 

Hydrochloride,  USP 

Codeine  Phosphate,  USP  

(Warning:  May  be  habit  forming) 
Alcohol  1 .4  percent 


100  mg 

30  mg 
10  mg 


Pharmaceutical  Division 
Richmond.  Virginia  23261  *6609 
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EDITORIAL 


Alcoholism  and  the  Role  of  the  Physician 


Alcohol  is  the  leading  cause  of  chemical  de- 
pendency in  Rhode  Island.  The  magnitude  of  the 
problem  becomes  apparent  when  we  learn  that 
the  average  Rhode  Islander,  14  years  of  age  or 
older,  consumes  2.87  gallons  of  pure  ethanol  per 
year  (the  equivalent  of  three  ounces  of  80  proof 
gin  daily),  and  that  this  per  capita  consumption  is 
slowly  increasing.  As  alcohol  usage  is  not  ran- 
domly distributed,  these  average  daily  figures  be- 
come even  more  ominous.  According  to  recent 
surveys,  it  appears  that  one-third  of  the  adult 
population  abstain  totally,  while  another  third 
are  but  light  consumers,  thus  resulting  in  an 
annual  consumption  of  approximately  two  mil- 
lion gallons  of  ethanol  by  fewer  than  250,000 
Rhode  Islanders. 

The  quantitative  costs  of  this  excessive  alcohol 
consumption  in  Rhode  Island  are  equally  sub- 
stantial: $139  million  per  year  through  lost  em- 
ployment or  diminished  productivity;  $93  mil- 
lion annually  as  the  result  of  health  care  directly 
related  to  alcoholism;  and  $42  million  a year  in 
property  loss  and  crime  attributable  to  alcohol- 
ism. These  costs,  of  course,  do  not  measure  the 
more  covert  etiologic  role  played  by  alcohol  in 
such  social  tragedies  as  child  abuse,  homicide, 
suicide,  and  traffic  accidents. 

The  readers  of  this  Journal,  the  physicians  and 
health  professionals  of  the  state,  will  accept  readi- 
ly the  intemperate  use  of  alcohol  as  the  single 
most  preventable  cause  of  accidents,  impulsive 
crime,  and  birth  defects,  but  they  will  generally 
refrain  from  identifying  it  as  an  occasional,  but 
nevertheless  grave,  problem  within  their  own 
profession.  Doctor  Herbert  Rakatansky,  Chair- 
man of  the  Rhode  Island  Medical  Society  Com- 
mittee on  the  Impaired  Physician,  estimates  that 
ten  per  cent  of  the  physician  population  will  be 
burdened  by  chemical  dependency,  jjrimarily 
alcoholism,  at  some  point  during  their  profes- 
sional careers.'  Robert  Niven,  Director  of  the 
National  Institute  of  Alcohol  Abuse  and  Alcohol- 
ism, through  his  nationwide  })revalence  studies, 
has  arrived  at  similar  conclusions.'^  For  a variety 
of  reasons,  however,  many  physicians  dejjendent 
upon  alcohol  go  unrecogni/ed  as  alcoholics  and, 
accordingly,  are  untreated. 


The  last  five  years  have  witnessed  a significant 
growth  in  alcohol  treatment  resources,  both 
ambulatory  and  inpatient,  for  the  Rhode  Island 
community.  Many  of  these  rehabilitation  pro- 
grams are  described  elsewhere  in  this  Journal. 

Although  the  social  climate  and  resources  for 
treatment  of  alcoholism  have  improved  substan- 
tially, we  continue  to  confront  the  paradox  that  ! 

physicians  suffering  from  organic  illness  receive  | 

the  finest  treatment  available  while  physicians  j 

suffering  from  chemical  dependency  frequently  | 

receive  treatment  inferior  to  that  rendered  to  ' 

most  patients.'  In  recognition  of  this  disturbing 
fact,  the  American  Medical  Association  and  the  i 

Rhode  Island  Medical  Society,  especially  its  Com- 
mittee on  the  Impaired  Physician,  urge  the  alco- 
hol-dependent physician  to  seek  the  confidential 
assistance  of  the  Committee  in  working  toward  ; 

independence  from  this  addiction  and  in  return- 
ing to  an  optimal  level  of  professional  activity.  | 

Rakatansky  has  noted  that  the  recovery  rate  in  i 

physicians  from  chemical  dependency,  is  excel- 
lent, ranging  from  60  to  85  per  cent.' 

Alex  Comfort  has  observed  that  the  general  | 

public  looks  to  the  medical  profession  for  guid- 
ance in  health  matters  and  that  physicians,  | 

through  their  educational  efforts  and  by  personal  | 

example,  have  indeed  been  effective  in  dimin-  ' 

ishing  smoking.^  Our  professional  actions  should  1 

match  the  gravity  of  the  public  health  jDioblem 
created  by  alcohol.  These  actions  should  include 
a sensitivity  to  the  subtleties  of  alcohol  addiction, 
an  awareness  of  many  effective  therapies  for  this 
disease,  and  an  appreciation  of  the  educational  ' 

impact  which  our  personal  behavior  exerts  upon  I 

the  general  public.  | 

Stanley  M.  Aronson,  Ml) 

David  Lewis,  Ml) 
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why  so  many  doctors 
feel  so  good  about 
Master  Health! 


Master  Health  is  based  on  preventive  medical  care,  so  it 
covers  more  patient  serv  ices,  including  office  visits.  Emergency 
Room  v isits,  out  of  area  medical  care,  physical  exams,  immuniza- 
tions and  much  more. 

And  Master  Health  reimburses  physicians  for  their  services 
promptly,  with  no  hassles,  no  red  tape. 

Master  Health  is  designed  to  keep  hospital  stays  short  and 
costs  under  control,  so  it  can  cover  a much  broader  range  of  home 
care  and  non-hospital  costs.  That’s  not  the  case  with  other  health 
care  plans. 

That’s  why  so  manydoctorsfeel  so  good  about  Master  Health. 
And  whv  voti  will,  too. 


^ Master  Health 


Ocean  State  Master  Health  Plan 
5.^9  Kddv  Street  Prov.,  R 1 02903  aOl  ^^y-^OSO 


It  pays  to  keep  you  healthy. 
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Hospital  Variations  in  Rhode  Island 

As  we  went  to  press,  the  Providence  Journal- 
Bulletin  published  a six-column  analysis  in  its 
January  20  edition  with  the  gripping  headline, 
“Where  you  live  may  determine  your  odds  for 
surgery.”  The  article  reports  on  a study  commis- 
sioned by  the  Rhode  Island  Department  of 
Health  which  demonstrates  widespread  varia- 
tions for  13  commonly-performed  operations 
among  hospitals  within  the  state.  Among  its  other 
conclusions,  the  report  notes: 

Portsmouth  residents  were  nearly  eight  times 
more  likely  to  undergo  disc  excision  than  persons 
in  Westerly. 

If  you  live  in  Pawtucket,  your  chances  of  being 
hospitalized  for  a tonsillectomy  are  nearly  seven 
times  higher  than  if  you  live  in  Barrington. 

Women  who  give  birth  at  Pawtucket  Memorial 
Hospital  face  a greater  chance  of  delivering  their 
babies  by  Caesarian  section  than  patients  at  any 
other  hospital  in  the  state. 

Residents  of  Woonsocket  and  Central  Falls 
were  almost  twice  as  likely  to  be  hospitalized  as 
were  those  living  in  Charlestown  and  Glocester. 

What  is  the  potential  response  to  the  Journal- 
Bulletin's  expose?  The  facts  are  justifiably  alarm- 
ing for  patients,  especially  expectant  mothers 
])lanning  to  be  delivered  at  Pawtucket  Memorial. 
It  is  likely  that  jihysicians  may  well  overreact, 
become  defensive,  and  refer  to  the  importance  of 
medical  judgment  in  treating  individual  patients. 
Moreover,  third-]:)arty  payers  and  others  footing 
the  national  medical  bill,  estimated  to  reach  more 
than  $3v5()  billion  in  1985,  feel  obligated  to  ques- 
tion such  widesjjread  variations. 

Despite  the  controversy,  however,  1 believe 
that  there  are  some  valuable  lessons.  Doctor  John 
E.  Wennberg  from  the  Dejiartment  of  Commu- 
nity and  Family  Medicine  at  Dartmouth  Medical 
School  has  devoted  his  professional  career  to  de- 
veloping a sjjecific  basis  for  appioaching  these 
troublesome  issues.  As  long  ago  as  1973,  Wenn- 
berg examined  dif  ferences  in  the  jjer  capital  sur- 
gical rates  in  193  small  hospital  areas  within  New 
England.  In  his  most  recently-published  work, 
Wennberg  and  his  colleagues  classified  all  nonob- 
stetrical  medical  and  surgical  hospitalizations  in 
Maine  for  the  years  1980  through  1982  for  30 
hosj)ital  market  areas.  His  conclusions  in  1981,  as 
in  1973,  weie  that  the  incidence  of  admission 


Paul  J.  M.  Healey,  MD 


rates  and  surgical  procedures  was  highly  variable, 
especially  for  cases  involving  a high  degree  of 
physician  judgment. 

One  of  the  most  important  lessons  from  the 
Wennberg  studies  and  the  recent  analysis  of  simi- 
lar Rhode  Island  figures  is  that  physicians  no 
longer  can  invoke  the  term  “medical  judgment” 
as  a means  of  explaining  these  differences. 
Wennberg  and  others  emphasize  that  scientifical- 
ly-valid  criteria  must  be  developed  against  which 
the  physician’s  decisions  regarding  admissions 
and  procedures  can  be  measured. 

Eo  this  end,  the  Society  — together  with  the 
Rhode  Island  Dej)artment  of  Health  and  the 
Hospital  Association  of  Rhode  Island  — is  j)lan- 
ning  to  sponsor  a conference  on  piactice  \aria- 
tions.  Wennl)erg  will  be  one  of  the  featured 
speakers.  While  this  will  be  the  fiist  stej)  in  ex- 
plaining why  hos])ital  admissions  vary  so  widely 
between  Central  Falls  and  ('docester,  our  con- 
tinuing objective  will  be  to  provide  the  best  possi- 
ble medical  cai  e.  I hose  who  entnist  themsebes 
to  our  judgment,  of  course,  aie  individual  j)a- 
tients  and  not  statistics. 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 


• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi.>and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANSrON  STRHHT,  CRANSTON,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-1011 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Sanford  L.  Schatz,  MD 
Howard  R.  Cohen,  MD 
Allan  M.  Deutsch,  MD 
Michael  J.  Ryvicker,  MD 

The  Miriam  Hospital 
Providence,  Rhode  Island 


History 

A preliminary  film  of  the  abdomen  taken  prior 
to  an  upper  gastrointestinal  series  demon- 
strates the  entity  under  discussion  to  be  an 
incidental  finding. 


For  discussion  turn  to  next  page. 
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Radiographic  Findings 

Multiple  calcified  masses  in  the  liver 

Diagnosis 

Echinococcus  cysts  of  the  liver 

Discussion 

The  film  demonstrates  the  typical  calcified  he- 
patic cysts  due  to  Echinococcus  granulosis.  Echi- 
nococcus infestation  of  the  liver  is  usually  due  to 
Echinococcus  granulosis.  Infestation  with  Echi- 
nococcus multilocularis  is  extremely  rare  and 
produces  destructive  hepatic  lesions  which  are 
indistinguishable  from  carcinoma. 

Infestation  in  man,  the  intermediate  host,  fol- 
lows ingestion  of  eggs  which  are  present  in  the 
feces  of  the  dog,  the  definitive  host.  After  inges- 
tion, the  eggs  pass  into  the  alkaline  duodenum 
where  the  embryos  attach  themselves  to  the  intes- 
tinal mucosa  and  penetrate  the  intestinal  wall.  By 
passing  into  the  lymphatic  and  venous  circula- 
tion, they  are  dispersed  to  various  parts  of  the 
body.  Most  frequently  they  are  filtered  by  the 
liver.  If  the  embryo  passes  through  the  liver,  the 
next  most  frequent  organ  involved  is  the  lungs, 
followed  by  more  distant  foci  such  as  bone  and 
brain.  The  embryo  enters  the  liver  approximately 
12  hours  after  ingestion,  and,  if  not  phago- 
cytized,  will  form  an  hydatid  cyst.  The  cyst  will 
grow  to  1 mm  in  size  after  one  month,  to  1 0 mm  in 
five  months,  and  to  2 cm  after  several  years. 

The  enveloping  membrane  of  the  cyst  differ- 
entiates into  an  external  laminated  layer  and  an 
internal  nucleated  germinal  layer.  The  sur- 
rounding tissues  are  infiltrated  with  endothelial 
cells,  giant  cells,  eosinophils,  and  fibroblasts.  En- 
dogenous daughter,  and  even  granddaughter, 
cysts  may  arise  from  multiple  components  of  the 
primary  cyst  in  response  to  trauma  or  unfavor- 
able environmental  conditions.  Daughter  cysts 
have  a thin  transparent  wall  and  float  f reely  in  the 
cystic  fluid.  While  rarely  found  in  animals,  in  man 
they  often  occur  in  old  hepatic  cysts,  although 
infrequently  in  pulmonary  cysts. 

Most  often  the  cysts  start  in  childhood.  Varying 
in  size  from  about  1 to  7 cm  when  fully  formed, 
there  have  been  cases  reported  where  the  cysts 
attain  a size  of  15-20  cm.  The  cysts  near  the  dome 
of  the  liver  grow  slowly  and  may  persist  for  as 
long  as  30  years  before  producing  symptoms. 
Approximately  80  per  cent  of  hepatic  cysts  are 
single,  22  per  cent  become  infected,  and  20  per 
cent  produce  secondary  echinococcus  cysts  on 
rupturing.  Secondary  pyogenic  infection  may 


occur  via  the  bloodstream,  bile  ducts,  or  bronchi. 
Secondary  infection  may  precipitate  rupture  of 
the  cyst  causing  dispersion  of  bits  of  germinal 
membrane,  brut  capsules,  and  daughter  cysts. 
The  contents  of  the  original  cyst  may  reach  other 
organs  via  the  bloodstream  or  by  direct  extension 
and  develop  into  secondary  cysts.  Rupture  may 
also  result  from  trauma,  surgery,  or  muscle 
strain. 

Pulmonary  cysts  are  more  common  in  children 
and  can  be  multiple.  Most  often  primary  and 
subpleural,  two-thirds  of  these  cysts  are  seen  in 
the  right  lung.  While  they  may  rupture  into  a 
bronchus  and  produce  a spontaneous  cure,  in  the 
majority  of  cases,  however,  such  rupture  is  in- 
complete and  results  in  a chronic  pulmonary  ab- 
scess. Subpleural  cysts  may  rupture  through  the 
pleural  space  resulting  in  multiple  secondary 
cysts,  pneumothorax,  or  hemothorax.  In  the 
mediastinum  the  cysts  may  compress  large  ves- 
sels, nerves,  and  the  esophagus. 

The  symptoms  are  those  of  a slowly-growing 
tumor  and  depend  for  the  most  part  on  the  loca- 
tion and  nature  of  the  cysts.  In  the  abdomen  the 
main  symptom  is  discomfort  due  to  the  increas- 
ing size  of  the  cyst.  The  first  sign  of  pulmonary 
cysts  may  be  anaphalaxis  after  cyst  rupture. 
Although  infestation  is  usually  acquired  during 
childhood,  symptoms  generally  do  not  appear 
until  adulthood.  When  a cyst  ruptures,  allergic 
manifestations  of  urticarial  rash  and  pruritis  may 
occur  along  with  irregular  fever,  gastrointestinal 
disturbances,  abdominal  pain,  dyspnea,  cyanosis, 
syncope,  and  delirium.  Hydatid  material  enter- 
ing the  bloodstream  may  cause  anaphylaxis  and 
death. 

Patients  with  hepatic  cysts  often  have  hyper- 
proteinemia  and  increase  in  gammaglobulins.  A 
slight  esosinophilia  over  7 per  cent  is  present  in 
approximately  one-fourth  of  these  cases.  The 
eosinophilia  is  thought  to  be  secondary  to  seep- 
age of  cyst  contents.  There  is  usually  no  leukocy- 
tosis. The  diagnosis  of  hepatic  echinococcosis  is 
based  on  the  typical  radiographic  appearance  of 
the  cysts  and  eosinophilia.  The  diagnosis  in  the 
lung,  bone,  brain,  and  other  organs  is  more  diffi- 
cult and  may  depend  on  finding  scolices,  bits  of 
capsule,  or  daughter  cysts  in  hydatid  fluid.  Pul- 
monary cysts  may  rupture  into  a bronchus,  re- 
sulting in  hydatid  fragments  found  in  the  spu- 
tum. If  eosinophilia  is  greater  than  5 per  cent  and 
the  intracutaneous  and  serological  tests  are  posi- 
tive, the  diagnosis  is  fairly  definite.  Although  the 
presence  of  scolices,  brut  capsules,  or  daughter 
cysts  in  the  hydatid  fluid  is  extremely  helpful,  the 
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cysts  should  not  be  punctured  to  make  the  di- 
agnosis. The  intracutaneous-Casoni  skin  test,  de- 
veloped in  191 1,  is  the  most  sensitive  and  widely- 
used  test  and  yields  positive  results  in  76-86  per 
cent  of  patients  with  the  disease.  The  test,  howev- 
er, is  less  reliable  in  cases  of  cerebral  or  osseous 
involvement. 

Surgery  is  the  treatment  for  accessible  unilocu- 
lar cysts  although  alveolar  cysts  are  usually  in- 
operable. Whenever  possible,  the  cysts  are  enu- 
cleated; if  intimately  fused  with  surrounding  tis- 
sue or  if  large  and  infected,  however,  marsu- 
pialization is  performed.  Surgery  is  complicated 
by  the  presence  of  multiple  secondary  cysts. 
Preoperative  aspiration  is  contraindicated  be- 
cause of  the  danger  of  cyst  leakage  and  pyogenic 
infection. 
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BOOK  REVIEW 


Alcohol  in  America: 

The  Price  We  Pay 

by  Rashi  Fein 

1984,  Comp  Care  Publications, 

PO  Box  27777,  Minneapolis,  MN  33427 

Who  needs  another  book  on  alcoholism?  All  who 
are  interested  in  money  and  productivity  need 
this  book,  and  that  includes  just  about  everyone. 
There  also  is  a growing  interest  in  co-alcoholics, 
the  family  members  and  friends  affected  by  their 
association  with  the  disease.  This  little  book, 
however,  approaches  the  problem  from  a differ- 
ent perspective:  dollars  and  cents. 

Opposing  forces  often  pull  physicians  in  dif- 
ferent directions  and  produce  a situation  in 
which  only  a schizophrenic  could  be  happy,  if  not 
productive.  The  dictates  of  conscience,  the  de- 
mands of  science,  the  constraints  of  economy,  the 
compassion  for  the  patient,  the  insistence  of  the 
family,  and  other  forces  contribute  to  making 
therapeutic  decisions  difficult.  Both  our  training 
in  the  tradition  of  western  medicine  and  societal 
convictions  mandate  that  each  patient  receive  the 
optimum  treatment  available  without  regard  to 
cost.  In  many  instances  our  legal  system  supports 
this  view  by  penalizing  deviations  from  this  stan- 
dard. It  is  thus  of  great  significance  when  several 
of  these  forces  pull  in  the  same  direction.  This 
small  book  by  the  noted  economist  Rashi  Fein 
points  out  that  the  dual  and  often  contradictory 
interests  of  society  to  contain  costs  and  of  the 
desire  of  the  physician  to  provide  optimal  treat- 
ment coincide  in  the  treatment  of  alcoholism. 

Fein  points  out  that  alcoholism  is  the  fourth 
leading  cause  of  death  in  the  US.  Funds  for  re- 
search in  alcoholism,  however,  are  only  l/35th 
those  allocated  to  cancer,  the  second  leading 
cause  of  death.  He  noted  that  $12.7  billion  (in 
1983  dollars)  was  spent  in  1975  on  the  treatment 
of  alcohol-related  medical  problems.  Moreover, 
$19.4  billion  in  lost  productivity  was  attributed  to 
alcoholism.  The  total  amount  spent  for  treatment 
was  $74.7  million,  including  research  and  train- 
ing. 'Fhis  represented  only  0.6  jjer  cent  of  the 


amount  spent  on  treatment  of  its  medical  com- 
plications. It  does  not  take  much  insight  to  realize 
that  the  money  spent  on  research  and  treatment 
is  inadequate,  not  only  because  individual  pa- 
tients may  not  receive  adequate  treatment,  but 
also  because  it  is  grossly  inefficient  from  a cost 
viewpoint.  How  often  have  we  seen  the  recurring 
medical  complications  of  alcoholism  treated  with 
great  skill  and  at  considerable  cost,  yet  watched  as 
the  primary  disease  remained  untreated,  often 
because  of  lack  of  appropriate  funding? 

In  a readable  fashion,  Fein  clearly  and  careful- 
ly outlines  the  economic  effects  of  alcoholism,  the 
costs  of  treatment,  and  such  “secondary  costs”  as 
decreased  production.  He  describes  the  benefits 
of  treating  the  primary  disease  in  terms  of  the 
cold,  calculating  logic  of  dollars  and  cents  de- 
signed to  sway  bankers,  legislators,  and  insurance 
executives  rather  than  the  humanitarian  glow 
that  physicians  use  to  illuminate  their  narrow 
view  of  the  world  when  dealing  w'ith  the  indi- 
vidual patient. 

Who  should  read  this  book?  Practicing  physi- 
cians will  gain  valuable  ammunition  for  their 
struggles  with  bureaucracy  in  their  quest  for  bet- 
ter treatment  for  their  jiatients.  The  directors  of 
Blue  Cross/Blue  Shield,  Medicaid,  Medicare,  and 
other  third-party  payers,  it  is  hoped,  will  be  con- 
vinced that  a penny  saved  is  not  a penny  earned, 
but  rather  a penny  many  times  spent.  The  logic  of 
aggressive  treatment  of  alcoholism  seems  so 
apparent  that  the  health  insurers  should  be  the 
most  enthusiastic  advocates  of  eai  ly  and  adequate 
therapy.  The  reasons  why  they  are  not  are  re- 
viewed in  this  book.  Fhe  lack  of  foresight,  certain 
deep-seated  emotional  attitudes  toward  alcohol- 
ism, a jjrofessional  lack  of  interest,  and  no  status 
lor  the  })hysicians  who  are  involved  (except  for 
the  few  who  treat  celebrities)  ate  among  the 
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reasons  why  insurance  carriers  assign  a low  prior- 
ity to  the  treatment  of  alcoholism. 

This  book  also  should  be  required  reading  for 
health  planners  and  administrators.  The  general 
public  certainly  will  be  surprised  by  the  magni- 
tude of  the  problem  and  its  enormous  social  and 
economic  costs.  In  the  United  States,  where  pub- 
lic opinion  can  shape  and  influence  governmen- 
tal policy,  the  information  in  this  book  will  supply 
motivated  persons  with  the  facts  they  need  to 
change  the  present  situation.  While  much  of  the 
information  presented  is  available  elsewhere, 
Fein  has  condensed  it  and  made  it  palatable,  if  not 
pleasant.  An  hour  or  two  is  all  that  is  required,  a 
minimal  investment  for  a topic  this  important. 

It  is  in  the  economic  interest  not  only  of  society 
but  also  of  health  insurance  carriers  to  advocate 
adequate  treatment  of  alcoholism.  Rashi  Fein 
states  the  case  well:  “ . . . the  narrowest  economic 
accounting  indicates  that  treatment  of  alcoholism 
more  than  pays  for  itself  in  the  reduction  of  other 
health  costs  . . . failure  to  expand  treatment  is  a 
measure  of  our  social  irresponsibility.” 


Alcoholism:  Part  II 

In  the  March  1985  issue: 

Highlights: 

The  Community  Approach 

Family-Oriented  Treatment  — Michael  R. 
Liepman,  MD  and  colleagues  at  the 
Providence  VA  Medical  Center 

A General  Hospital  Model  — Carol  N.  Wil- 
liams, PhD,  and  colleagues  at  the  Rog- 
er Williams  General  Hospital 

The  Role  of  the  RIMS  Committee  on  Im- 
paired Physicians  — Herbert  Raka- 
tansky,  MD 


Herbert  Rakatanskv,  MD,  FACP 


tansky,  MD 


Dx:  recurrent  herpes  labialis 
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Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  pen-oral  herpes.”  GP,  New  York 


In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit.  Derm.,  Miami 

Staff  and  patients  find  Herpecin-L 
remarkably  effective.  " Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
^own  clinical  evaluation,  write; 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


HeRpecin- 


In  Rhode  Island,  HERPECIN-l  Coia 
Sore  Lip  Balm  is  available  at  all  CVS  Drug 
Stores  and  other  select  pharmacies 
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through  rehabilitation, 

the  restoration  of  human  potential 

We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

General  Law  Practice 
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★ speech  and  language  pathology 
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Medical  Collections 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 

Governor  Financial  Center 

rectly  with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
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Providence,  Rhode  Island  02906 

229  Waterman  Street,  Providence,  R1 02906 
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401-421-1364 
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East  Providence 


COMPLETE  X-RAY,  ULTRASOUND,  AND  LABORATORY  SERVICES 
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For  further  information,  please  call: 
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Since  we  began  our  Special  Research 
Series  in  mid-1975,its  stocks  have  moved 

Up 1783% 


Oppenheimer’s  Special  Research  Series  emphasizes  smaller 
capitalization  stocks  or  those  that  traditional  Wall  Street  analy- 
sis overlooks  or  misperceives.  The  results  show  that,  since  its 
inception  in  mid-1975,  the  Series  has  done  more  than  23  times 
as  well  on  a weighted  basis  as  the  overall  market  (1783%  vs. 
76%  for  the  S&P  400).  During  the  same  period,  our  Regular 
Recommended  List,  which  tends  to  emphasize  larger  capitali- 
zation companies  that  are  widely  followed,  has  performed 
twice  as  well  as  the  overall  market  (152%  vs.  76%  for  the  S&P). 

Of  course,  not  every  stock  on  each  list  has  performed  well, 
and  past  overall  success  is  no  guarantee  of  future  performance 
or  of  how  any  single  recommendation  fared.  Still,  we  are  proud 
of  our  results  and  would  be  happy  to  send  you  our  latest  Prog- 
ress Report  which  includes  our  Current  Special  Research 
Series  recommendations. 

In  order  to  offer  you  this  outstanding  research  and  the 
other  products  that  this  premier  investment  firm  makes  avail- 
able to  the  sophisticated,  high-income  investor.  Dr.  William  A. 
Landes  has  joined  Oppenheimer  & Co.,  Inc.  As  a former 
practicing  physician,  he  understands  your  investment  needs 
well.  Please  call  him  at  (800)  221-5833  or  (212)  825-3711  or  re- 
spond with  the  attached  business  reply  card. 


Oppenheimer  & Co  .lnc. 


Uncommon  Sense" 

One  New  York  Plaza 
New  York,  New  York  1()()()4 

Mt-mlx-r  SIK' 
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Cultural  and  Social  Aspects  of  Alcohol  Use 
General  and  Local  Issues 


Social  and  Cultural  Perspectives  Have  Made  Significant 
Contributions  to  Our  Understanding  of  Drinking  Behaviors 


Dwight  B.  Heath,  PhD 


Among  those  who  write  about  alcohol  use  and  its 
sequelae,  it  has  become  customary  in  recent  years 
to  call  for  “a  biopsychosocial  approach,”  or  to 
allude  to  the  need  for  combining  methods,  con- 
cepts, and  findings  from  the  various  biological, 
medical,  psychological,  social,  and  behavioral 
sciences^  For  some  physicians  who  are  not  famil- 
iar with  the  research  literature  on  the  subject,  and 
even  for  some  who  are,  this  may  seem  to  be  little 
more  than  an  academic  courtesy,  in  the  interest  of 
perpetuating  the  polite  fiction  of  interdiscipli- 
nary relevance  at  a time  when  pharmacology, 
genetics,  neurochemistry,  and  other  “hard  sci- 
ence” approaches  are  making  major  new  con- 
tributions to  our  understanding.  But  there  is  a 
nice  irony  to  the  fact  that  social  and  cultural  per- 
spectives from  history,  sociology,  and  the  other 
so-called  “soft  sciences”  have  in  fact  contributed 
significantly  to  our  understanding  of  the  interac- 
tions of  alcohol  and  human  behavior. 

The  study  of  alcohol  use  constitutes  a classic 
opportunity  for  “natural  experiments”  in  terms 
of  the  dominant  paradigm  of  science  — a single 
substance  (about  which  we  know  a great  deal) 
used  by  a single  species  (about  which  we  also  seem 
to  be  familiar),  and  yet  the  outcomes  are  enor- 
mously variable.  It  is  an  interesting  sidelight  that 
researchers  have  never  been  able  to  train  indi- 
viduals of  any  other  species  habitually  to  drink 
enough  alcohol  to  intoxicate  themselves, 
although  in  recent  years  they  have  managed  to 
breed  a strain  of  mice  specifically  f or  that  quality 
that  is  so  frustratingly  commonplace  in  homo  sa- 
piens. 


Dwight  B.  Heath,  PhD,  Profe.ssor  of  Anthropology, 
Brown  University,  Providence,  Rhode  Island. 


Alcohol  is  the  most  widely  used  psychoactive 
drug  in  the  world  today.  It  also  appears  to  be  the 
one  that  has  been  used  the  longest  throughout 
human  history.^  Although  unequivocal  docu- 
mentation is  lacking,  it  is  not  difficult  to  suggest 
plausible  reasons  for  its  popularity.  Fermentation 
is  a natural  process  which  humankind  has  refined 
subtly  to  produce  beers,  wines,  and  other  home- 
brews from  an  enormous  variety  of  foods 
throughout  the  world.  For  reasons  that  are  not 
understood,  most  of  North  America  and  the  Pa- 
cific islands  did  not  have  alcoholic  beverages  in 
prehistoric  times,  but  many  native  peoples  there 
quickly  accepted  them  when  they  were  intro- 
duced. Even  the  technology  of  distillation  is  sim- 
pler than  most  people  realize,  and  the  benefits  of 
drinking  in  moderate  quantities,  on  sporadic 
occasions,  seem  to  be  widely  agreed  upon  as  in- 
cluding at  least  relaxation  and  easier  social  rela- 
tions. 

The  variety  of  patterns  that  we  see  in  terms  of 
alcohol  use  is  truly  remarkable  at  any  given  time 
in  history.  It  has  resulted  in  some  of  the  best 
known  and  most  influential  hypotheses  about 
why  people  drink,  why  some  drink  more  than 
others,  and  why  some  have  problems  in  connec- 
tion with  drinking.  Anthropological  and  socio- 
logical perspectives  have  a value  in  this  connec- 
tion similar  to  those  offered  by  epidemiological 
studies.  Although  they  can  offer  little  insight  into 
incidence  or  any  individual  case,  they  illuminate 
the  prevalence  or  the  differences  that  are  some- 
times dramatic  and  significant  among  popula- 
tions. 

It  is  widely  recognized  that  different  jDopula- 
tions  drink  differently.  It  is  not  so  generally  real- 
ized that  such  differences  in  patterns  of  alcohol 
u.se  are  associated  with  very  diflerent  expecta- 
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tions  about  what  the  outcomes  of  drinking  will  be, 
very  different  rates  of  alcohol-related  problems, 
and  even  very  different  views  about  what  consti- 
tutes an  alcohol-related  problem.  Instead  of  cit- 
ing a catalogue  of  quaint  and  curious  customs 
from  distant  tribes,  it  may  be  more  effective  in 
this  connection  to  look  briefly  at  some  of  the 
influential  hypotheses  about  drinking  that  have 
emerged  from  cross-cultural  studies. 

Cross-Cultural  Generalizations  about  Alcohol 

One  of  the  most  widely  accepted  propositions  in 
this  field  is  that  “ . . . the  primary  function  of 
alcoholic  beverages  in  all  societies  is  the  reduction 
of  anxiety.”'^  The  general  idea  had  certainly 
occurred  to  many  people  over  the  years,  but  that 
definitive  formulation  emerged  from  a systema- 
tic correlation  of  ethnographic  data  about  drink- 
ing patterns  in  more  than  50  societies  around  the 
world  with  data  on  various  indices  of  anxiety  in 
those  same  populations.  The  elaborate  method- 
ology of  that  study  and  the  immense  amount  of 
information  that  were  processed  in  order  to  vield 
this  apparently  simple  conclusion  are  appreci- 
ated by  only  a few  social  scientists.  But  that  for- 
mulation, or  any  of  several  derivatives,  such  as 
“the  tension-reduction  hypothesis,”  tends  to  be 
the  first  response  among  professionals  and 
laypersons  alike  when  the  fundamental  question 
is  raised,  “Why  do  people  drink?” 

Another  viewpoint  that  is  gaining  popularity  in 
recent  years  is  that  people  drink  in  order  to  enjoy 
“time-out,”  the  recognition  of  a supposed  “need” 
lor  some  respite  from  the  normal  constraints  of 
social  living,  or  an  interval  when  the  individual  is 
relieved  of  many  of  the  usual  expectations  and 
allowed  to  indulge  in  some  kinds  of  behavior  that 
are  otherwise  frowned  upon.  This  is  an  instance 
in  which  the  original  point  that  the  researchers 
were  making  has  been  lost  or  ignored.^  Far  from 
asserting  that  “time-out”  is  a universal  expression 
of  hedonism  or  individualism,  those  authors  were 
examining  the  kinds  of  behavior  that  occur  dur- 
ing “time-out”  to  illustrate  their  group-oriented 
and  normative  view  of  the  drunken  comport- 
ment, namely,  that  there  is  always  “a  within-limits 
clause.”  What  this  means  is  that  people  behave 
very  differently  when  they  are  drunk  in  different 
cultures,  and  that  whatever  they  do  during  a 
“time-out”  does  not  transgress  certain  socially- 
shared  limits  of  propriety.  In  short,  the  drunken 
comportment  is  learned,  just  as  is  the  sober  com- 
portment. 

A number  of  formulations  about  alcohol  use 
have  emphasized  another  aspect  of  social  norms. 


namely  ambivalence.^  Such  hypotheses  tend  to 
focus  less  on  why  people  drink  in  the  first  place 
and  more  on  why  some  groups  suffer  more  prob- 
lems when  they  do  drink.  It  was  anthropologists 
who  demonstrated  vividly  that  some  of  the 
societies  where  people  drink  the  most  and  get 
drunk  most  often  show  no  signs  of  any  alcohol- 
related  problems.  Attitudes  toward  drinking  and 
intoxication  are  more  or  less  permissive.  In  some 
societies  they  include  an  outright  imperative  to 
drink  and  to  get  drunk  under  certain  circum- 
stances. As  we  look  at  the  similarities  and  differ- 
ences among  those  groups  that  associate  prob- 
lems with  drinking  and  those  that  do  not,  the 
latter  show  remarkable  consistency  in  terms  of 
norms  u'ithin  each  moral  system,  7wt  among  the 
various  codes.  In  short,  societies  that  lack  clear 
guidelines  on  the  subject  of  drinking  often  have 
trouble. 

Illustrative  of  this  are  the  many  groups  that 
consider  it  improper  for  children  to  drink,  but 
expect  adults  to  drink  without  providing  any 
training  about  how  to  do  it,  what  to  avoid,  and  so 
forth.  Similarly,  a society  like  our  own  poses  prob- 
lems inasmuch  as  the  prevailing  norms  (for  what 
might  be  called  the  “mainstream”  culture  as  dis- 
tinct from  various  ethnic  and  religious  “minority” 
views  that  often  differ  markedly)  endorse  a wide 
range  of  social  and  recreational  uses  for  drinking, 
but  show  little  tolerance  for  drunkenness.  This 
kind  of  affective  ambivalence  is  often  interpreted 
as  inconsistency,  so  that  guidelines  that  seem 
clear  to  members  of  an  older  generation  may  be 
viewed  as  mixed  signals  by  younger  persons. 

There  are  other  social  and  cultural  variables 
that  show  statistically  signif  icant  degrees  of  cor- 
relation with  frequency  of  drunkenness  and  with 
some  kinds  of  alcohol-related  problems.  As  we 
look  around  the  world,  drunkenness  is  most  com- 
mon in  populations  where  there  is  a dramatic 
discontinuity  in  the  life-experience  of  indi- 
viduals. Childhood  is  seen  as  a time  of  carefree 
dependence,  followed  by  expectations  that  adults 
will  be  strongly  independent  and  assertive.*’  This 
so-called  “dependency  model”  is  often  contrasted 
with  a “power  model,”  also  based  on  a large-scale 
cross-cultural  study.'  The  latter  view  stresses  that 
there  are  both  physiological  and  psychological 
reasons  why  men^  feel  more  powerful  when  they 
drink,  so  those  populations  in  which  that  need  is 
most  acutely  felt,  and  in  which  other  ways  of 
satisfying  it  are  lacking,  are  those  populations  in 
which  drinking  and  drunkenness  are  most  preva- 
lent. Another  striking  correlation  has  even  less  to 
do  wath  individual  psychological  factors  and  is 
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grounded  in  social  structure.  For  whatever 
reasons,  communal  sobriety  occurs  most  fre- 
quently in  societies  that  have  dense  village  settle- 
ments, the  custom  of  payment  for  one’s  bride, 
post-marital  residence  near  the  husband’s  par- 
ents, and  corporate  groups  based  on  linear 
descent.® 

Ethnic  Variation  in  the  United  States 

While  it  is  sometimes  convenient  to  discuss  pat- 
terns of  belief  and  behavior  in  terms  of  sweeping 
generalizations,  we  all  recognize  that  there  is 
enormous  variation  among  the  diverse  groups 
that  make  up  this  nation.  Even  within  the  United 
States,  there  are  also  striking  correlations  be- 
tween norms,  attitudes,  and  values  about  drink- 
ing on  the  one  hand,  and  the  occurrence  of  alco- 
hol-related problems  on  the  other. 

Probably  the  best  known  example  of  this  is  the 
contrast  between  Jewish  and  Irish  Catholic  im- 
migrants and  their  descendants.'®  Virtually  all 
Jews  drink  some  alcoholic  beverages  on  regular 
occasions,  whereas  Irish  women  and  children 
very  rarely  drink.  This  may  sound  like  a banal 
statement  until  one  reflects  on  the  role  of  “the 
agent”  in  the  classic  public  health  paradigm  of 
disease.  It  is  crucial,  even  though  we  recognize 
that  interactions  between  the  “host”  and  the  “set- 
ting” may  also  play  important  roles  in  just  what 
effects  the  “agent”  can  have.  Despite  this  major 
difference  in  exposure,  it  is  evident  that  alcohol 
results  in  far  more  pathology  — physical,  econo- 
mic, social,  and  psychological  — among  the  Irish 
than  among  Jews.  A series  of  sociological  studies 
in  the  1950s  emphasized  differences  in  culture  to 
account  for  the  strikingly  different  epidemiology 
of  such  problems.  It  was  emphasized  that  Jewish 
children  were  introduced  early  to  wine  and 
schnapps  within  the  warm  and  supportive  con- 
text of  the  family  at  home  and  that  such  drinking 
was  usually  embedded  in  a ritual  that  had  clear 
and  strong  sacred  meaning.  This  pattern  was 
contrasted  with  the  Irish  experience,  in  which 
alcohol  was  forbidden  to  children,  but  adolescent 
males  were  expected  to  drink  copiously  with  their 
frietuls  “to  prove  their  manhood.”  Drunkenness 
was  viewed  as  disgusting,  something  Gentiles 
might  do  but  not  Jews.  Drunkenness  was  not  only 
tolerated,  but  even  encouraged  on  frec|uent  occa- 
sions by  the  Irish.  Fhere  are  a wide  variety  of 
signs  and  symptoms  that  have  l)een  used  for  alco- 
holism and  related  prt^blems,  such  as  cirrhotic 
liver,  guilt  about  drinking,  Wernicke- Kor.sakoff 
syndrome,  abuse  of  Sj)ouse  or  children,  loss  of 
job,  and  so  forth,  but  in  all  of  them  the  Irish  far 


surpassed  the  Jews. 

In  recent  years,  there  have  been  increasing  re- 
minders that  Jews  are  by  no  means  immune  to 
alcohol-related  problems.  Systematic  research 
has  not  yet  been  published,  but  concerned  ob- 
servers are  consistent  in  noting  that  alcohol- 
related  problems  are  now  more  prevalent  among 
Jews  than  previously,  although  they  are  still  far 
lower  than  among  Irish  and  many  other 
groups."  Several  interpretations  have  been 
proposed.  It  has  been  suggested  that  Jews  have 
“become  more  acculturated”  and  adopted  pre- 
vailing middle-class  patterns  of  drinking  in  busi- 
ness contexts  and  in  home-entertaining;  that 
Jews  have  generally  become  “less  orthodox”  so 
that  the  religious  symbolism  of  drinking  has 
markedly  diminished,  and  that  the  stigma  of  alco- 
holism has  become  so  reduced  that  many  Jews, 
who  might  formerly  have  hidden  or  denied  such 
problems  in  themselves  or  in  family  members,  are 
now  willing  to  admit  to  them.  It  would  be  prema- 
ture to  emphasize  any  of  those  hypotheses  as 
determinant,  and  it  may  well  be  that  they  are  all 
valid.  Wdiat  is  noteworthy,  even  at  this  early  stage 
of  concern,  with  this  epidemiological  question  is 
that  the  “explanations”  offered  all  have  to  do  with 
cultural  variables  of  the  kind  that  do  not  lend 
themselves  to  biological  or  medical  research  or 
treatment. 

Another  issue  about  alcohol  and  culture  that 
has  attracted  considerable  attention  among  the 
medical  community  and  the  lay  public  is  the 
“firewater”  myth.'^  By  this,  I mean  the  wide- 
spread belief  that  Indians  or  Native  Americans 
become  intoxicated  more  quickly  and  with  less 
alcohol,  that  they  stay  drunk  longer,  and  that  they 
undergo  more  extreme  disinhibition  while  in  that 
state.  Ethnographers  who  have  spent  long 
periods  of  time  in  close  and  sustained  contact 
with  various  Indian  populations  know  that  some 
tribes  have  a proud  history  of  total  abstinence, 
and  others  drink  in  moderate  or  even  ritually 
limited  ways.  This  does  not  diminish  the  human 
and  economic  costs  of  significant  alcohol-relatetl 
problems  that  are  widespread  among  Indians, 
but  it  does  show  that  such  jiroblems  are  not  in- 
herent in  the  situation  of  a sujipressed  people  nor 
are  they  “racially  conditioned.” 

An  interesting  historical  sidelight  on  this  issue 
is  provided  by  the  fact  that  an  editorial  published 
50  years  ago  in  the  Journal  of  the  AMA  relied 
heavily  on  ethnograjihic  evidence  to  lay  to  rest 
the  negative  stereotype  of  the  “drunken 
Indian.”''^  More  recently,  we  have  begun  to  pay 
sj)ecial  attention  to  genetics  and  variant  forms  of 
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the  aldehyde  dehydrogenase  isoenzyme  for  clues 
about  apparent  differences  in  the  rate  of  metab- 
olism of  alcohol  that  may  relate  to  different  kinds 
of  drunken  comportment  among  populations. 
For  an  unabashed  proponent  of  the  “sociocul- 
tural model,”  this  could  be  a humbling  turnabout. 
For  one  who  fervently  believes  in  the  scientific 
method  as  an  important  human  enterprise,  it  is  a 
gratifying  illustration  that  the  self-corrective 
quality  of  the  system  still  works. 

Evidence  in  Rhode  Island 

The  cultural  pluralism  that  characterizes  the 
United  States  as  a nation  is  reOected  within  the 
microcosm  of  Rhode  Island.  With  fewer  than  0.5 
percent  of  the  country’s  population,  this  compact 
state  includes  a wide  range  of  cultural  and  ethnic 
groups.  Emphasizing  this  characteristic,  a num- 
ber of  postdoctoral  fellows  took  part  in  an  inter- 
disciplinary program  of  training  for  social  science 
research  at  Brown  University  and,  under  my 
direction,  conducted  studies  of  alcohol  use  and  its 
outcomes  among  some  of  those  local  pop- 
ulations.*'* The  findings  have  already  been  useful 
to  administrators  and  educators  within  the 
Rhode  Island  Division  of  Substance  Abuse,  and 
to  practitioners  in  the  fields  of  health  service  and 
social  welfare,  as  well  as  adding  to  the  remarkably 
limited  corpus  of  substantive  data  that  are  avail- 
able on  the  subject. 

A study  of  changing  patterns  among  Italian- 
Americans  revealed  remarkably  consistent  shifts, 
over  three  generations,  with  respect  to  quantity 
and  frequency  of  drinking,  types  of  beverages 
preferred,  and  the  contexts  in  which  drinking 
takes  place.*  ’ It  would  be  misleading  to  interpret 
such  changes  as  simply  the  residts  of  progressive 
acculturation,  especially  since  other  immigrant 
populations  do  not  show  similar  shifts.  During 
the  same  period,  for  example,  there  apj^arently 
has  been  virtually  no  change  in  the  predominant 
drinking  patterns  of  Armenian-Americans.  Simi- 
larities to  the  well-documented  case  of  mid- 
century Jews  are  striking,  and  it  is  also  striking 
that  alcohol-related  problems  seem  to  be  virtually 
absent  in  that  population.**’ 

Fhe  Hispanic  community  turned  out  to  be 
much  more  diverse  than  commonly  realized. 
Within  the  greater  Providence  area,  three  distinc- 
tive patterns  emerged,  and  there  are  probably 
others  that  have  not  yet  been  identified.  A small 
group  of  Guatemalans  fits  the  popular  stereotype 
of  long  hard  drinking,  in  loud  bars,  replete  with 
toasts,  rounds,  drinking-games,  and  other 


boisterous  behaviors.  Puerto  Ricans  drink  in  a 
similar  manner,  but  often  use  other  drugs  as  well 
as  alcohol.  An  unexpected  finding  was  that  mi- 
grants from  the  Dominican  Republic  almost  uni- 
formly drink  less  here  than  they  did  in  the  Carib- 
bean. They  have  abandoned  the  hard-drinking 
Latin  macho  model  in  favor  of  less  frequent  and 
more  restrained  drinking,  usually  at  home  and 
with  special  attention  paid  to  luxury  brands.*' 

Another  population  in  which  middle-aged 
men  and  women  seem  to  be  drinking  less  in  the 
US  than  in  their  country  of  origin  are  the 
Hmong.  In  Southeast  Asia,  leaders  and  their 
wives  often  were  expected  to  drink  heavily  in  the 
course  of  hearing  litigation,  performing  sacred 
and  secular  ceremonies,  and  during  similar  ac- 
tivities. Although  they  retain  diverse  and  impor- 
tant roles  in  the  community  of  their  expatriate 
countrymen,  non-alcoholic  beverages  are  often 
substituted  for  the  moonshine  that  they  no  longer 
produce.  Some  of  the  younger  men  who  have 
little  prestige  are  drinking  in  a manner  similar  to 
that  of  the  Guatemalans  described  above,  but 
there  are  not  sufficient  data  to  judge  whether  this 
will  become  a prolonged  pattern. 

An  unusual  study  focused  on  an  urban  neigh- 
borhood social  club  and  revealed  a variety  of  links 
between  self-concepts,  relations  with  the  police, 
employment,  alcohol,  and  the  use  of  other  drugs 
among  young  Portuguese  men.*** 

Practical  Contributions 

Some  of  our  ethnographic  studies  provided  in- 
sights that  were  helpful  to  medical  personnel  in 
identifying  signs  and  symptoms  of  alcohol- 
related  problems  that  differ  from  those  among 
their  other  patients.  At  the  same  time,  we  were 
able  to  advise  some  halfway  houses  about  cultural 
pitfalls  to  avoid  when  dealing  with  minority 
clients,  and  to  help  some  agencies  in  making  their 
services  known  and  accessible  to  different  ethnic 
populations. 

Not  all  of  our  work,  however,  dealt  with  minor- 
ity groups.  Some  of  our  earliest  efforts  helped  the 
medical  and  social  service  community  through- 
out the  state.***  It  had  long  been  asserted  by  the 
major  local  newspaper,  state  and  local  officials, 
and  others,  that  Rhode  Island  was  among  the 
three  or  four  states  with  the  highest  rates  of  alco- 
holism. None  of  those  sources,  however,  could 
provide  any  evidence  in  support  of  such  asser- 
tions. Abundant  data  for  testing  the  claim  were 
available  but  they  were  scattered  among  various 
agencies  and  hacl  not  been  compiled.  By  relating 
the  records  of  state  liquor  taxes  to  periodic  census 
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figures,  we  were  able  to  calculate  the  approxi- 
mate annual  per-capita  consumption  from  1933 
to  the  present.^®  Using  those  data  in  a complex 
statistical  formula  that  authorities  at  the  Addic- 
tion Research  Foundation  and  World  Health 
Organization  have  found  helpful  in  estimating 
alcoholism  in  various  countries,  we  found  that 
Rhode  Island  would  rank  much  lower  than  was 
popularly  believed.  Another  statistical  formula 
for  estimating  alcoholism,  also  widely  used  inter- 
nationally, is  based  largely  on  cirrhosis-deaths  as 
a portion  of  overall  deaths.  The  calculations 
yielded  a range  of  results,  because  the  authors  of 
that  formula  have  made  minor  adjustments  in 
some  of  the  variables  over  the  years,  but  the  im- 
portant point  is  that  we  were  able  to  produce 
figures  that  are  comparable  with  figures  for  other 
populations  elsewhere.^*  Our  data  were  wel- 
comed by  state  authorities  and  played  an  impor- 
tant role  in  securing  significantly  increased  feder- 
al funding  for  alcohol-related  programs. 

In  strange  and  unpredictable  ways,  the  per- 
spectives of  social  and  behavioral  scientists  have 
had  an  impact  on  prevention,  education,  and 
treatment  of  alcohol-related  problems  every- 
where. Rhode  Island  was  quietly  and,  in  large 
part,  unwittingly,  in  the  forefront  of  this  move- 
ment. 


Notes 

' This  paper  is  written  so  that  it  can  be  understood  and  enjoyed 
without  reference  to  the  footnotes.  However,  footnotes  are  pro- 
vided for  the  benefit  of  those  readers  who  may  want  to  pursue 
specific  topics  in  greater  depth. 

^ The  scientific  literature  is  large,  diverse,  and  scattered;  a con- 
venient bibliography  is  D.  Heath  and  A.  (hooper.  Alcohol  Use  and 
World  Cultures,  Toronto,  Addiction  Research  Foundation,  1981. 
A critical  review  of  data,  methods,  concepts,  and  conclusions  to 
1970  is  available  in  D.  Heath,  “A  critical  review  of  ethnographic 
studies  of  alcohol  use,”  in : R.  Gibbins  et  al  (eds).  Research  Advances 
in  Alcohol  and  Drug  Problems,  vol  2,  New  York,  John  Wiley,  1 975.  A 
similarly  comprehensive  update  to  1980  is  D.  Heath,  “Recent 
developments  in  the  anthropological  study  of  alcohol  use,”  in: 
M.  Douglas  (ed).  The  Anthropology  of  Drinking,  New  York,  Cam- 
bridge University  Press,  1985. 

^ Quoted  from  D.  Horton,  “The  functions  of  alcohol  in  primitive 
societies,”  Q/  Stud  Alcohol  4:199-320,  1948. 

' It  is  an  interesting  psychological  question  why  the  major  point  of 
this  clear,  concise,  and  thoroughly  delightful  little  book  has  so 
often  been  misrepresented:  C.  Mac.Andrew  and  R.  Kdgerton, 
Drunken  Comportment:  A Social  Explanation,  Chicago,  .\ldine, 
1969. 

^ A critical  review  of  this  literature  is  off  ered  by  R.  Room,  ".Ambiva- 
lence as  a sociological  explanation:  'fhe  case  of  cultural  explana- 
tions of  alcohol  problems,”  Am  Socio  Rev  4 1 : 1047- 1065,  1976. 

^ This  is  the  principal  finding  in  a study  that  is  rich  with  other 
hypotheses  that  deserve  further  testing:  Child  et  al,  “A  cross- 
cultural  study  of  drinking,”  Q^J  Stud  Alcohol  Suppl  3,  1965. 

’ “The  power  moder  derives  from  psychoanalytic,  folklore,  aiul 
other  kinds  of  evidence  as  well  as  ethnographic  data:  I).  Mc(4el- 
land  et  al.  The  Drinking  Man.  New  5'ork,  Free  Press,  1972. 


® Interestingly,  this  hypothesis  is  explicitly  phrased  in  terms  of 
males  only,  and  in  terms  of  distilled  liquors;  the  authors  do  not 
differentiate  between  the  sexes  or  among  fermented  beverages. 
® The  social  structural  correlations  are  from  P.  Field,  “A  new 
cross-cultural  study  of  drunkenness,”  in:  D.  Pittman  and 
C.  Snyder  (eds).  Society,  Culture  and  Drinking  Patterns,  New  York, 
John  Wiley,  1962. 

The  contrast  between  Jewish  and  Irish  drinking  and  related 
problems  was  summarized  early  by  R.  Bales,  “Cultural  differ- 
ences in  rates  of  alcoholism,”  dJ  Stud  Alcohol  6:480-499,  1946. 
The  most  detailed  studies  are  C.  Snyder,  Alcohol  and  the  Jews:  A 
Cultural  Study  of  Drinking  and  Sobriety,  Glencoe,  IL,  Free  Press, 
1958;  and  R.  Stivers,  A Hair  of  the  Dog:  Irish  Drinking  and  American 
Stereotype,  University  Park,  Pennsylyania  State  University  Press, 
1976.' 

' ' An  anthology  on  recent  changes  in  alcohol  use  shows  more 
concern  than  substantive  data:  A.  Blaine  (ed).  Alcoholism  in  the 
Jewish  Community,  New’  York,  Commission  on  Synagogue  Rela- 
tions, 1980. 

A detailed  comparison  of  Indian  drinking  patterns  with  criteria 
diagnostic  of  alcoholism  was  made  by  J.  Leland,  Firewater  Myths: 
North  American  Indian  Drinking  and  Alcohol  Addiction,  New  Bruns- 
wick, NJ,  Rutgers  Center  of  Alcohol  Studies,  1976.  A critical 
review  of  the  literature  including  many  other  issues,  is  available 
in  D.  Heath,  Alcohol  use  among  North  American  Indians:  A 
cross-cultural  survey  of  patterns  and  problems,  in:  R.  Smart  et  al 
(eds.)  Research  Advances  in  Alcohol  and  Drug  Problems,  vol  7,  New 
York,  Plenum  Press,  1983. 

JAMA  156:1375,  1954. 

This  program  was  briefly  described  in  D.  Heath,  “Social  science 
research  training  on  alcohol:  Profile  of  a training  grant,”  Ale  Hlth 
(s'  Res  World  5(4):48-52,  1981.  Footnotes  15-18,  20,  and  22  refer 
to  reports  in  the  occasional  series.  Working  Papers  on  Alcohol  and 
Human  Behavior  (WPAHB)  published  by  the  Department  of 
Anthropology.  The  document  is  available  at  Brown  University, 
Rhode  Island  Medical  Society,  and  Rhode  Island  Department  of 
Health. 

Reported  in  S.  Salvatore,  “Intergenerational  shifts  in  drinking 
patterns,  opinions,  behaviors,  and  personality  traits  of  Italian 
Americans,”  WPAHB  6,  Providence,  RI,  1979. 

Described  by  P.  Freund,  “Armenian-American  drinking  pat- 
terns: Ethnicity,  familv  and  religion,”  WPAHB  5,  Providence,  RI, 

1979. 

Summarized  in  A.  Gordon,  “Cultural  and  organizational  factors 
in  the  delivery  of  alcohol  treatment  services  to  Hispanos,” 
WPAHB  7,  Providence,  RI,  1979.  More  details  are  in  A.  Cordon, 
“The  cultural  context  of  drinking  and  indigenous  therapy  for 
alcohol  in  three  migrant  Hispano  cultures:  .An  ethnographic 
report,”  in  D.  Heath  et  al  (eds).  Cultural  factors  in  alcohol  re- 
search and  treatment  of  drinking  problems,/ Stud  Alcohol  Suppl 

9,  1981. 

S.  Cabral,  “Time  Out:  Recreational  use  of  drugs  by  Portuguese- 
.American  immigrants  in  southeastern  New  England,”  WPAHB 

10,  Providence,  RI,  1980;  reprinted  in  J Drug  Issues  10;287-299, 

1980. 

See  R.  Johnson  et  al,  “Reliable  interpretation  of  the  NC^A  criteria 
in  an  estimate  of  the  prevalence  of  alcoholism  in  a general  hospi- 
tal,” in:  M.  Calanter  (ed.).  Currents  in  Alcoholism,  vol  5,  New  York, 
Crime  and  Stratton,  1979. 

T.  Burns,  “,A[)parent  consumption  of  alcoholic  beverages  in 
Rhode  Island:  1934-1976,”  WPAHB  1,  Providence,  RI,  1977. 
.As  is  so  often  the  case  with  statistical  estimates,  the  numbers  need 
not  be  considered  precisely  accurate  as  long  as  the  procedures 
are  consistent,  meaning  that  the  figures  are  calculated  by  the 
same  methods. 

Both  kinds  of  estimates  were  calculated  by  B.  Lex,  “Estimates  of 
the  prevalence  of  alcoholism  in  Rhode  Island:  1938-1976," 
WPAHB  2,  1977. 
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Consider  the 

causative  organisms... 


250-mg  Pulvules”  t.i.d. 

offers  effectiveness  againsf 
fhe  major  causes  of  bacferial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brut  Summary  Consult  ih«  pacUge  htorature  tor  proscribing 
intormalion 

Indications  and  Usago  Cecior*  iceUclor  Lilly)  is  indicaied  m (he 
treatment  of  the  tolloeing  mtections  when  caused  by  susceptible 
strains  ot  the  designated  microorganisms 
Lower  resDiratorv  mtections  including  pneumonia  caused  by 
Streciiococcus pneummeWipiococcus pneumoniaei  Hapmopf< 
iius  mfiuemae  and  S pyogenes  (group  A beta  hemolytic 
sireptococcii 

Appropriate  culture  and  susceptibility  studies  should  be 
pertormed  to  determine  susceptibility  ot  the  causative  organism 
to  Cecior 

Contraindtcalion  Cecior  is  contraindicated  m patients  with  known 
allergy  to  the  cep^iosoorm  group  ot  antibiotics 
WarniMS  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALO- 
SPOfliN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  iS  CLINICAL  AND  LABORATORY  EVIDENCE  OE  PARTIAL 
CROSS  allergenicity  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

AntibiMics  including  Cecior  should  be  administered  cautiously 
10  any  patient  who  has  demonstrated  some  form  ol  allergy 
particularly  to  drugs 

Pseudomembranous  cohtis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  I including  macrolides  semisynthetic 
penicillins  and  cephaiosporinsi  therefore  it  is  important  to 
consider  Its  diagnosis  m patients  who  develop  diarrhea  m 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life  threatening 
Treatment  with  broad  spectrum  aniibioiics  alters  the  normal 
flora  ol  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a lonn  produced  by  Closin(Jiuni  pifticile  is  one 
primary  cause  o<  antibiotic  associated  colitis 
Mild  cases  ol  pseudomembranous  coiilis  usually  respond  to 
drug  discontinuance  alone  in  moderate  to  severe  cases  manage 


meni  should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  lluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomvcm  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C (Jitficiie  Other  causes  ot  colitis  should  be 
ruled  oui 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Cecior*  icetactor.  Lilly)  occurs  the  drug  should  be  discontinued 
and  it  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  ot  Cecior  may  result  in  the  overgrowth  ot 
nonsusceptibie  organisms  Careful  observation  ot  the  patient  is 
essential  it  superinfeciion  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
meni  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  m Coombs  testing  ot 
newborns  whose  mothers  have  received  cephalosporin  aniibtotics 
before  parturition  it  should  be  lecognl^ed  lhat  a positive 
Coombs  test  may  be  due  to  the  drug 
Cecior  should  be  administered  with  caution  in  the  presence  ot 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  tower  than  lhat  usually  recommended 
As  a result  of  admimsiration  ot  Cecior  a false  positive  reaction 
tor  glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  $ and  Fehling  s solutions  and  also  with  Cliniiest* 
tablets  but  not  with  Tes  Tape'  (Glucose  Enzymatic  Test  Strip 
USP  Ltllyi 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  m 
individuals  with  a history  ol  gasiromiesiinal  disease  particularly 
colitis 

Usage  m Pregnancy  Pregnancy  Category  6 ■ Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  12 
tifl^  the  human  dose  and  m terrets  grven  three  times  the  maiimum 


human  dose  and  have  revealed  no  evidence  ot  impaired  fertility 
or  harm  to  the  fetus  due  to  Cecior*  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  ol  human  response  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursina  Moth&s  - Small  amounts  ol  Cecior  have  been  delected 
in  mother  s milk  tollowing  administration  ol  single  500-mg  doses 
Average  levels  were  0 0 20. 0 21 . and  0 to  mcg/ml  ai  two. 

three,  tour,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  ellect  on  nursing  intants  is  not  known 
Caution  should  be  eiercised  when  Cedoi  is* administered  to  a 
nutsing  woman 

Usage  in  CtulUren  ~ Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Cecior  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 S percent  ol 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  after  antibioiic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  ol  patients  and  include  morbiltform  eruptions  (1  in  TOO) 
Pruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
man  1 in  200  patients  Cases  ol  serum  sickness  like  reactions 
(erythema  muititorme  or  the  above  skm  manifestations  accompanied 
by  arthriiis/arthraigia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Cecior  Such  reactions  have  been  reported  more  frequently 
m children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ot  the  syndrome 

Cases  of  anaphylans  have  been  reported  half  ol  which  have 


occurred  in  patients  with  a history  ol  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  |1  in  50  patients)  and  genital  pruritus  oi  vaginitis 
(less  than ) in  100  patients) 

Causal  Relahonsnip  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  lest  results  have  been  reported  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SCOT,  SGPT.  or  alkaline 
phosphatase  values  It  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  4oi 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  man  1 in  200) 

I061782R] 


Noie  Cecior*  (cefaclor.  Lilly)  is  contraindicaied  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaiis 
of  rheumatic  fever  See  prescribing  information 
1984  ELI  LILLY  AND  COMPANY 


AMiiionai  mrotmalion  available  lo 
the  prolesston  oti  reouest  trom 
(li  Lilly  and  Company 
MSianapohs  Indiana 
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There  must  be  a good  reason  why 

we’ve  grown  so. 


WeVe  become  the 
trusted  back-up 
resource  for  more 
Rhode  Island 

doctors  (and  their  patients) 

than  anyone  else. 

We  carr\’ just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  Implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  Is  knowledgeable 
and  dedicated  to  supplying  exactly  “what  the 
doctor  ordered  ".  We've  been  doing  It  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 


We’ve  expanded  two 
important  services. 

With  the  closing  of  Abbey  Medical/Cranston 
Surgical  in  Garden  City,  we  have  taken  over 
two  of  their  important  services. 

1.  John  "JT"  Thorpe  and  Brenda 
Schofield,  specialists  in  Rehabili- 
tation and  Customized  Modifica- 
tion of  Wheelchairs,  are  now  on 
our  staff,  offering  their  unique 
and  valuable  service. 

2.  We  have  added  Abbey's  Ostomy 
business  to  ours.  We  are  Head- 
quarters for  Hollister.  Squibb, 

United,  Bard/Coloplast,  Marlen. 

Davol  and  other  Ostomy  Products. 

Dorothy  O'Donnell,  with  over  25 
years  experience  in  this  specialty, 
is  head  of  our  Ostomy  Department. 


Medicare  and  Third  Party  Claims 
Accepted  and  Processed 


This  is  our 
New  Home 


wrfED^ 

380  WARWICK  AVE.,  WARWICK,  RI  02888 

At  the  Cranston/Warwick  City  Line 
(FORMERLY  AT  685  PARK  AVE.,  CRANSTON  ) 

SURGICAL  CENTERS 

1 

. (401)  781-2166 
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Treating  Alcoholism  in  Rhode  Island 
1974-1984 


I 


Available  Treatment  Programs  and  Decreased  Consumption  Provide 
Hopeful  Signs  for  the  Future 


Roswell  D.  Johnson,  MD 


The  past  ten  years  have  been  marked  by  signifi- 
cant changes  in  the  treatment  of  alcoholism. 
While  not  as  dramatic  as  other  medical  advances, 
these  developments  have  been  equally  impres- 
sive. Optimism  and  candor  are  beginning  to  per- 
meate both  societal  and  professional  approaches 
to  the  disease.  A national  trend  started  in  1974 
when  well-known  persons  publicly  acknowledged 
their  past  problems  with  alcohol,  the  success  of 
their  treatment,  and  the  enhanced  quality  of  their 
current  lives.  This  has  proven  to  be  especially 
effective  in  eroding  the  moral  taboos  that  sur- 
round this  dysfunction,  that  it  is  a “sickness,  not  a 
sin.” 

Alcoholism  has  been  termed  accurately  as  the 
“lonely  disease.”  Most  patients  readily  acknowl- 
edge their  loss  of  esteem,  a pervading  sense  of 
guilt,  resentment,  anger,  depression,  and,  above 
all,  a constant,  severe  free-floating  anxiety.  While 
many  patients  develop  a gradual  lightening  of 
mood  with  an  increased  ability  and  desire  to  com- 
municate, it  should  be  emphasized  that  this  im- 
provement is  not  observed  universally.  Some  pa- 
tients are  so  toxic  as  the  result  of  abusing  numer- 
ous substances  that  they  frequently  do  not  recall 
their  initial  days  in  treatment.  Although  most 
individuals  continue  treatment,  a few  patients 
will  insist  on  leaving  against  the  advice  of  staff. 
Some  are  admitted  (luring  a blackout  and  are 
furious  at  the  prospect  of  hospitalization.  Others 
are  frightened  by  the  thought  of  life  without  alco- 
hol, while  some  find  group  interaction  to  be  espe- 


Roswell  D.  Johnson,  Ml),  is  Professor  of  Community 
Health,  Brown  University  Program  in  Medicine,  Prov- 
idence, Rhode  Island;  and  former  Medical  Director, 
Edgehill-N ewport,  Newport,  Rhode  Island. 


cially  threatening.  Borderline  psychotics  may  de- 
compensate during  the  withdrawal  process.  The 
benefits  of  therapy  may  be  marginal  for  patients 
who  have  incurred  substantial  brain  damage. 
Finally,  some  alcoholics  would  rather  die  than 
stop  drinking,  and  may  do  so. 

Recent  Developments 

Several  new  developments  in  the  etiology  of  alco- 
holism have  emerged  which  may  well  facilitate 
prevention  and  treatment  of  the  disease.  Studies 
by  Goodwin  in  Denmark,  replicated  in  Sweden, 
reveal  that  offspring  of  alcoholics  have  a fourfold 
increased  risk  of  developing  alcoholism  them- 
selves. R.  D.  Myers  at  the  University  of  North 
Carolina  in  Chapel  Hill  has  confirmed  that  the 
intermediate  metabolites  of  alcohol  combine  with 
biogenic  amines  to  form  compounds  which  are 
identical  to  the  precursors  of  opium.  More  im- 
portantly, however,  Myers  has  found  that  when 
spinal  fluid  from  alcohol-dependent  laboratory 
animals  was  introduced  into  the  ventricles  of  non- 
addicted  animals,  the  recipients  sought  alcohol 
within  two  to  four  days,  often  drinking  spon- 
taneously to  intoxication.  The  addiction  seems  to 
be  permanent.  Working  with  scientists  from  the 
Karolinska  Institute  in  Stockholm,  he  has  de- 
veloped a colony  of  such  animals  which  are  now 
under  further  study. 

A whole  new  profession,  the  certified  alcohol 
counselor,  has  evolved.  During  the  past  decade,  a 
growing  number  of  physicians  and  doctoral-level 
})sychologists  also  have  devoted  their  careers  sole- 
ly to  the  treatment  of  the  chemically-dependent 
person.  Numerous  effective  outj)atient  j)rograms 
have  been  developed  in  both  })ublic  and  private 
settings  for  treating  alcoholics  and  their  families. 
With  the  strong  support  of  Ihesident  Howard 
Swearer,  Brown  University  has  achieved  national 
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recognition  in  the  field  through  the  work  of  Doc- 
tor David  Lewis  in  establishing  the  Brown  Center 
for  Alcohol  Studies;  Doctor  Bruce  Donovan, 
Associate  Dean  for  Chemical  Dependency,  in 
addressing  problems  related  to  student  alcohol- 
ism; and  Doctor  Dwight  Heath  in  anthropology. 
Roger  Williams  General  Hospital,  as  one  of  the 
Brown-affiliated  hospitals,  is  developing  an  im- 
pressive general  hospital  model  under  the  lead- 
ership of  Doctor  John  Femino.  As  the  result  of 
these  activities,  medical  students  and  residents 
are  acquiring  a new  perspective  and  skill  in  treat- 
ing the  disease. 

The  growth  of  residential  treatment  centers 
also  has  been  widespread.  The  development  of 
Edgehill-Newport  in  Newport,  Rhode  Island  has 
provided  a focus  for  many  of  these  inpatient 
programs  and  a stimulus  for  the  creation  of  still 
others.  The  vision  and  personal  commitment  of 
Chester  Kirk  and  his  associates  reached  fruition 
in  1976  with  the  establishment  of  this  160-bed 
facility  now  operating  at  full  capacity.  The  Alco- 
holism Awareness  Hour,  now  in  its  second  year  of 
operation,  is  sponsored  by  the  Edgehill-Newport 
Foundation,  together  with  Brown  University, 
Community  College  of  Rhode  Island  (CCRI), 
Rhode  Island  Association  of  Alcoholism  Treat- 
ment Centers,  Rhode  Island  Association  of  Alco- 
holism Counselors,  Rhode  Island  Council  on 
Alcoholism,  and  Mothers  Against  Drunk  Drivers. 
These  Saturday  morning  sessions,  held  at  the 
CCRI  Knight  Campus  in  Warwick,  Rhode  Island, 
feature  nationally-known  speakers  who  discuss 
many  aspects  of  the  disease. 

Residential  Treatment  Centers 

I should  like  to  discuss  some  observations  based 
on  my  experience  as  the  full-time  medical  direc- 
tor of  a residential  treatment  center.  More  than 
5,000  admissions  were  made  during  this  period. 
All  patients  were  admitted  to  a closely-observed 
unit  of  20  beds  staffed  by  specially-trained  reg- 
istered nurses,  aides,  counselors,  and  relaxation 
counselors.  All  admissions  were  triaged  by  an 
experienced  nurse.  While  a thorough  evaluation 
by  a physician  was  performed  immediately,  if 
appropriate,  a history  and  physical  examination 
were  completed  as  soon  as  possible  in  all  cases. 

One  outstanding  impression  emerged  from 
observing  these  patients  during  the  admission 
process.  Alcoholic  patients  display  many  of  the 
same  anxieties  and  fears  as  patients  admitted  to 
acute  general  hospitals  for  other  dysfunctions. 
Like  all  patients,  they  tend  to  respond  warmly 
and  quickly  to  concerned  non-judgmental  ex- 


aminers. Moreover,  peer  influence  in  both  orga- 
nized and  unstructured  settings  also  is  a potent 
beneficial  force  which  must  not  be  underesti- 
mated. I am  continually  surprised  by  the  positive 
contributions  made  by  patients  during  their  final 
days  of  hospitalization,  both  in  group  sessions 
and  individual  encounters  with  other  patients. 
The  impact  of  peer  pressure  in  the  inpatient  set- 
ting often  is  not  sufficiently  appreciated  by  those 
outside  the  field. 

As  with  any  chronic  disease,  relapses  can  be 
expected  during  the  treatment  process.  If  these 
patients  return  to  therapy,  they  are  welcomed 
without  recrimination.  A rapid  assessment  is  per- 
formed by  the  treatment  team  to  determine 
which  factors  contributed  to  the  relapse.  While  a 
reaffirmation  of  the  aftercare  plan  may  be  all  that 
is  necessary  for  some  cases,  other  patients  may 
need  to  repeat  the  entire  program.  Some  prefer 
to  return  to  their  original  treatment  setting,  while 
others  may  wish  to  try  another  facility.  There  are 
countless  reports  of  patients  achieving  and  main- 
taining sobriety  after  years  of  being  in  and  out  of 
treatment.  Contributions  have  been  made  by 
each  treatment  center,  counselor,  and  peer 
group  the  patient  has  encountered  over  the 
years.  It  often  is  difficult  to  determine  which  fac- 
tor has  been  most  significant  for  the  recovering 
alcoholic. 

As  an  example,  one  of  my  warmest  profession- 
al memories  involves  a destitute  man  treated  at 
the  Prairie  Avenue  Neighborhood  Health  Center 
alcohol  clinic  in  Providence.  After  emphasizing 
the  destructive  effects  of  alcohol  on  his  health 
and  happiness,  I suggested  that  he  again  try  ab- 
staining and  returning  to  Alcoholics  Anonymous 
(AA).  No  one  could  have  been  more  surprised 
than  I when  he  returned  to  the  clinic  many 
months  later  looking  very  well  and  asking  for  the 
physical  examination  necessary  to  obtain  a com- 
mercial chauffeur’s  license.  As  he  was  “ready”  to 
make  changes  in  his  life,  he  had  indeed  followed 
my  advice.  The  emotional  gratification  generated 
by  these  encounters  is  tremendous.  Many  per- 
sons stop  drinking  for  significant  periods  when 
their  physicians  have  the  time  and  the  courage  to 
recommend  and  encourage  abstinence.  The 
power  and  influence  of  physicians  in  influencing 
the  behavior  of  their  patients  must  not  be  under- 
estimated. 

Therapeutic  Considerations 

The  most  serious  iatrogenic  problem  to  avoid  is 
prescribing  benzodiazepines  for  anxiety,  tremor, 
insomnia,  and  other  withdrawal  symptoms.  I re- 
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cently  treated  an  alcoholic  who  had  received  50 
mg  of  Librium®  four  times  daily  for  six  months  as 
treatment  for  a tremor.  In  addition  to  suffering 
from  the  usual  unpleasant  Librium®  withdrawal 
syndrome  while  on  a slowly-tapering  dose  of  the 
drug,  the  patient  developed  secondary  withdraw- 
al which  required  further  treatment  after  com- 
plete cessation  of  the  medication.  Because  of  the 
probability  of  abuse  by  chemically-dependent  pa- 
tients, benzodiazepines,  meprobamate,  Perc- 
odan®,  and  Fiorinal®  should  not  be  administered 
except  under  unusual  circumstances,  on  a very 
short-term  basis,  and  in  a closely-supervised  set- 
ting. 

Aftercare  Programs 

The  residential  experience  is  only  a small  compo- 
nent of  successful  rehabilitation.  The  develop- 
ment of  an  effective  aftercare  program  is  crucial. 
At  Edgehill-Newport  and  other  inpatient  facili- 
ties, aftercare  planning  is  initiated  as  soon  as 
possible,  often  on  the  day  of  admission  for  some 
patients.  Emerging  into  the  “real  world”  presents 
a serious  worry  for  many  alcoholics,  including  the 
handling  of  such  problems  as  lunch  with  the 
tempting  martini  or  offers  of  an  after-work  beer. 
The  development  of  contacts  with  a supportive 
network  outside  the  hospital  is  reinforced  during 
the  inpatient  stay.  While  AA  provides  an  integral 
part  of  the  inpatient  experience,  specific  appoint- 
ments are  also  made  before  the  patient’s  dis- 
charge with  an  assigned  outside  AA  member  to 
forestall  any  relapses.  If  the  patient  was  referred 
by  a clinic  or  hospital,  follow-up  appointments 
are  made  with  the  referring  agency.  Patients  who 
are  not  already  involved  in  an  outpatient  pro- 
gram are  enrolled  in  a transition  group  which 
meets  weekly  for  13  weeks  after  formal  dis- 
charge. Halfway  houses  may  be  mandatory  for 
some  patients  to  facilitate  adjustment  to  the 
pressures  of  daily  life. 

When  available,  an  employee  assistance  pro- 
gram (EAP)  offers  a powerful  incentive  for  seek- 
ing treatment  and  maintaining  sobriety.  While 
only  one  program  was  available  in  1974,  many 
Rhode  Island  companies  currently  sponsor  EAP 
activities.  Although  these  programs  vary  widely 
in  size  and  the  extent  of  corporate  involvement, 
the  empathy  and  commitment  displayed  by  EAP 


representatives  are  impressive  and  play  a signifi- 
cant role  for  many  patients.  The  prognosis  for 
recovery  often  improves  if  an  employee  assist- 
ance program  is  involved  in  the  process. 

Alcoholism  is  a family  disease.  Often  the  fami- 
ly, defined  broadly  to  include  the  significant  per- 
sons in  a patient’s  life,  is  sicker  and  suffers  more 
than  the  alcoholic.  After  all,  they  are  not  anesthe- 
tized for  several  hours  of  the  day.  It  is  virtually 
impossible  to  provide  therapy  without  family  in- 
volvement. As  an  example,  Edgehill-Newport 
sponsors  a Family  Focus  Program  which  consists 
of  intensive  therapy  and  discussion  during  three 
consecutive  weekends,  generally  coinciding  with 
the  hospitalization  period.  Family  therapy  fre- 
quently provides  the  stimulus  for  the  spouse,  who 
may  also  be  an  alcoholic,  to  seek  individual  treat- 
ment. Such  programs  as  Al-Anon  are  especially 
beneficial  in  helping  family  members  to  realize 
that  their  experiences  are  not  unique  and  in 
breaking  down  their  pervasive  sense  of  isolation. 
While  peer  influence  has  a strong  impact  on  the 
alcoholic,  it  may  play  an  even  more  significant 
role  in  the  family  dynamics. 


An  encouraging  development  is  the  recent  spate 
of  reports  of  significant  decreases  in  the  sales  of 
distilled  liquor  during  the  past  three  years. 
According  to  The  Wall  Street  Journal  and  Business 
Week,  retail  sales  for  nearly  60  per  cent  of  the 
available  brands  have  declined  substantially. 
Moreover,  many  breweries  and  vineyards  cur- 
rently are  marketing  products  with  50  per  cent 
less  alcohol.  This  reduced  consumption  may  re- 
flect a growing  public  awareness  of  the  impact  of 
diet  and  physical  fitness  on  health  and  well-being. 
The  enactment  and  enforcement  of  stricter 
drinking-driving  laws,  as  well  as  raising  the  legal 
drinking  age,  indicate  greater  concern  on  the 
part  of  the  government.  Because  an  estimated  15 
per  cent  of  the  population  drink  half  of  the  alco- 
hol consumed,  the  impact  of  those  trends  on  the 
treatment  of  existing  cases  of  alcoholism  may  be 
minimal.  It  is  to  be  hoped,  however,  that  we  are 
witnessing  some  early  manifestations  of  a positive 
effect  in  preventing  this  dehumanizing,  deadly, 
and  difficult  disease. 


Future  Trends 


PO  Box  482 
Oak  Bluffs 

Martha’s  Vineyard,  Massachusetts  025.57 
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re*ha*bil‘i‘tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medicaF 
surgical  capabilities  of  a full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area. 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  write  to:  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides; 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 

VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Friendship  St.,  Newport,  R1  02840 
(401)84(>64(X),  ext.  1845 
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LETTER  TO  THE  EDITOR 


Concern  Expressed  about  Facial 
Growth 


To  the  Editor: 

I The  cult  of  hirsutism  among  our  younger  male 
colleagues,  residents,  and  medical  students  still 
bothers  me.  Even  the  caveman  must  have  felt  that 
j way  as  he  painfully  plucked  the  hairs  or  scraped 
I them  off  his  chin  with  a sharp-edged  flint. 
Although  the  exuberant  beard  was  a mark  of 
nobility  and  gentility  in  ancient  Egypt,  Babylonia, 
and  Assyria,  it  was  not  held  with  favor  by  Alexan- 
I der  the  Great.  He  viewed  it  as  a great  threat  to  his 
warriors  since  an  adversary,  by  grasping  the 
I beard,  could  lop  the  head  off  more  easily. 

But  returning  to  the  present  — in  the  hospital 
corridors,  from  a little  distance,  one  is  struck  with 
the  anonymity  and  loss  of  individuality  of  the 
bewhiskered  ones.  Closer  inspection,  however, 
does  permit  differentiation  into  three  major  cate- 


HAVE  YOU  HEARD?  . . . 


According  to  the  results  of  two  surveys  recently 
conducted  by  the  American  Medical  Association, 
the  cost  of  providing  medical  care  continues  to  be 
the  major  concern  of  both  the  public  and  physi- 
cians. In  response  to  an  open-ended  question,  the 
public  cited  cost  68  j^er  cent  of  the  time  while 
physicians  mentionecl  cost  almost  50  per  cent  of 
the  time.  The  surveys  were  designed  to  sample 
public  and  physician  opinion  on  such  issues  as 
physician  supply,  professional  liability.  Medicare, 
the  physician  fee  freeze,  and  television  jiiescrij)- 
tion  drug  advertising. 

d here  was  a marked  divergence  between  the 
public  and  physicians  on  the  issue  of  j)hysician 
supply,  fhe  public  survey  showed  that  26  percent 
of  the  respondents  thought  there  were  not 
enough  doctors,  while  only  12  per  cent  believe 
that  there  is  an  oversupjjly.  On  the  contrary  48 
per  cent  of  the  physicians  considered  the  supj)ly 
currently  to  be  too  high,  and  only  5 jjer  cent  too 
low. 

The  public  has  become  increasingly  knowl- 


gories: First,  there  is  the  Simian  look,  favored  by 
the  younger  group;  then  there  is  the  Walrus 
modification,  a bit  on  the  unsanitary  side,  tempt- 
ing one  to  nibble  at  the  extended  hairs;  and  third, 
the  pathetic,  straggly,  and  at  times,  whispy,  sparse 
goat-like  visage. 

If  they  cannot  match  the  Bengal  Sikh,  it  oc- 
curred to  me,  or  the  Smith  Brothers  of  cough- 
drop  fame,  or  the  immaculately-groomed,  world- 
traveler-type  sophistication  of  Colonel  White- 
head  from  Schweppes,  they  would  do  much  bet- 
ter to  shave.  Nothing  would  be  lost  thereby.  It 
takes  more  than  a mustache,  beard,  or  mutton- 
chops  to  make  a professor  or  a pundit. 

John  S.  Dziob,  MD 


edgeable  concerning  the  impact  of  medical  mal- 
jjractice  claims  and  judgments.  Much  of  the  con- 
cern may  be  related  to  an  awareness  that  the  cost 
of  malpractice  jiremiums  is  partially  passed  on  to 
patients,  contributing  directlv  to  higher  medical 
care  costs.  Public  opinion  is  almost  evenly  divided 
on  whether  claims  are  justified.  While  43  per  cent 
believe  that  most  claims  are  meritorious,  44  per 
cent  indicate  that  most  patients  who  sue  their 
physicians  are  “just  looking  for  an  easy  way  to 
make  money.”  On  the  issue  of  the  size  of  the 
awards,  however,  public  opinion  shif  ts.  Sixty-one 
per  cent  think  there  should  be  a limit  on  the 
amount  of  the  award,  and  41  per  cent  sav  that 
current  awards  are  too  high. 

Concerning  the  {piality  of  care  under  .Medi- 
care, 59  |)er  cent  of  the  public  considered  it  to  be 
the  same  as  the  treatment  available  to  the  genei  al 
public.  When  categorized  by  age,  only  1 3 per  cent 
of  the  respondents  age  65  or  older  felt  that  (]uali- 
ty  was  lower.  Nearly  22  j)er  cent  of  all  |)ersons 
surveyed  believe  that  Medicare  beneficiaries  have 
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(401)934-0934 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


poorer  access  to  care  than  does  the  general  pub- 
lic. 

The  public  showed  little  awareness  of  the  call 
by  the  AMA  for  a voluntary  fee  freeze.  Physician 
compliance  with  the  recpiest  was  viewed  skeptical- 
ly, as  only  32  per  cent  thought  that  doctors  would 
respond,  and  4 1 per  cent  felt  that  the  call  for  a fee 
freeze  would  be  largely  or  completely  ineffective. 
Of  the  physicians  surveyed,  49  per  cent  were 
aware  of  the  freeze  request,  while  nearly  70  per 
cent  indicated  their  intention  to  comply.  Only  35 
per  cent  thought  that  the  freeze  would  fail. 

• • • 

A recent  Food  and  Drug  Administration  (FDA) 
study  found  no  caffeine-related  birth  defects 
among  the  offspring  of  pregnant  rats  fed  caf- 
feine in  their  drinking  water.  According  to  a re- 
cent report  from  the  National  Coffee  Associa- 
tion, the  findings  of  this  study  more  closely 
approximate  the  method  of  human  exposure  to 
caffeine  and  contrast  sharply  with  the  conclu- 
sions of  a previous  study  in  which  caffeine  was 
intubated  directly  into  the  stomachs  of  laboratory- 
animals.  The  recent  findings  are  consistent  with 
the  conclusions  of  ten  epidemiologic  research 
studies  involving  some  34,000  women  which 
found  no  evidence  of  a correlation  between  caf- 
feine and  birth  defects.  According  to  the  FDA 
Consumer  (March  1984)  “the  evidence  received  (to 
date)  does  not  suggest  that  caffeine  at  present 
levels  of  consumption  poses  a hazard  to  public 
health.” 

• • • 

According  to  a report  in  the  October  1 984  issue 
of  the  Archives  of  Neurology,  patients  w'ith  multiple 
sclerosis  reveal  a significantly  higher  rate  of  de- 
pressed affective  disorders  than  patients  with  cer- 
tain other  nervous  system  diseases.  Researchers 
at  Strong  Memorial  Hospital,  Rochester,  New 
York,  conducted  a retrospective  study  of  patients 
with  multiple  sclerosis  (MS),  temporal  lobe 
epilepsy  (TLE),  and  amyotrophic  lateral  sclerosis 
(ALS)  who  had  been  hospitalized  between  1965 
and  1978.  A total  of  386  MS,  402  TLE,  and  124 
ALS  patients  were  identified.  The  patient  record 
groups  were  compared  with  the  Monroe  County- 
Psychiatric  Register,  a computerized  summary  of 
psychiatric  visits  to  all  mental  health  facilities 
within  the  county.  While  the  prevalence  rates  for 
psychiatric  contact  were  not  significantly  differ- 
ent between  MS  (19.3  per  cent)  and  TEE  (22.9 
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per  cent),  both  were  higher  than  the  prevalence 
rate  for  ALS  (4.8  per  cent).  Patients  with  MS 
demonstrated  a significantly  higher  rate  of  de- 
pressed affective  disorders  (61.9  per  cent)  than 
did  those  in  the  other  groups. 

The  researchers  suggest  that  the  most  likely 
explanations  for  the  high  rate  of  depression 
among  MS  patients  include  “the  structural  in- 
volvement of  limbic  regions  by  demyelination, 
genetic  vulnerabilities  common  to  both  depres- 
sion and  MS,  and  the  selective  alterations  of 
monoamine  metabolism  within  the  central  ner- 
vous system.” 

• • • 

The  American  College  of  Cardiology  currently 
uses  a recently-introduced  electronic  graphics 
generator,  the  Chyron  RGU-2®,  to  aid  in  the  pre- 
sentation of  material  at  its  continuing  medical 
education  (CME)  programs.  After  one  year  of 
use,  the  College  considers  the  new  unit  to  be  “a 
great  success,”  according  to  the  company  which 
manufactures  the  product. 

In  1983,  the  College  installed  a Chyron  RGU- 
2®  as  part  of  its  audio/visual  facility  which  pre- 
pares material  to  augment  CME  lectures.  In  a 
typical  program,  as  many  as  200  images,  from 
straight  textual  material  to  the  titles  on  charts  and 
diagrams,  may  be  produced.  According  to  a Col- 
lege spokesman,  “the  ability  to  produce  and 
change  visual  material  quickly  is  the  chief  advan- 
tage of  using  this  kind  of  electronic  graphics  sys- 
tem.” Both  the  lecturers  and  the  participating 
cardiologists  reportedly  appreciate  the  respon- 
siveness of  the  new  video  graphics  system  and  its 
customized  approach.  Data  can  be  revised  quickly 
and  displayed  instantly  to  each  individual  seat  in 
the  amphitheater. 

• • • 

By  producing  substantial  amounts  of  different 
kinds  of  air  pollutants,  wood-burning  stoves  can 
have  a major  impact  on  the  cjuality  of  air  in  com- 
munities where  many  are  used,  according  to  a 
recent  report  from  the  American  Council  on  Sci- 
ence and  Health  (.\CSH).  In  .August  1984,  pollu- 
tion from  wood  smoke  became  contro\ ersial 
when  the  En\ ironmental  Protection  Agencv 
(EP.A)  chose  not  to  regulate  certain  pollutants 
produced  by  the  burning  of  wood,  oil,  and  coal 
until  additional  scientific  information  concerning 
their  health  effects  becomes  a\ailable.  Wood- 
burning  stoves  in  homes  account  for  44  per  cent 
of  these  emissions,  the  EP.V  reports.  While  smoke 


LOON  VILLAGE 
CONDOMINIUM 


Winter  Ski  Rentais 


— Sleeps  Eight — 

— Sauna  and  Indoor  Pool  Available — 
— Shuttle  Bus  to  Loon  Mountain — 


Call  Joe  Lombardozzi 
351-2616  or  739-5728 


Professional  INSTALLMENT  LOANS 

5,000 

^90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills,  California  91364 
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DANIELSSeCO 

REAL  ESTATE 

92  WATERMAN  STREET,  PROVIDENCE.  RHODE  ISLAND  02906  TELEPHONE  351-6677 


FOR  SALE 

10-room  modernized  Victorian  house 
on  Lloyd  Avenue,  immediately  adjacent 
to  Blackstone  Boulevard.  Includes 
1,200-square  foot,  sidewalk-level  office 
space.  Impressive  center  wall,  two  fire- 
places, 12  X 19  butcher  block  kitchen 
with  Jenn-Air  island  range.  Fully- 
insulated  walls  and  cap.  High  ceilings 
and  beautiful  hardwood  floors. 

Offered  at  $145,000 


Blackstone  Valley 
Psychological  Institute 

Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 
401-765-5100 


from  wood-burning  stoves  has  had  the  greatest 
impact  on  air  quality  in  the  western  part  of  the 
US,  the  eastern  half  of  the  country  has  not  been 
spared.  Some  degradation  in  air  quality  in  west- 
ern Massachusetts  has  been  attributed  to  wood 
smoke. 

Stoves  can  be  made  less  harmful  to  the  atmos- 
phere by  imjiroving  their  efficiency.  Moreover, 
they  can  be  equipped  with  catalytic  converters, 
equipment  similar  to  that  used  to  reduce  auto- 
mobile emissions,  fhe  use  of  catalytic  converters 
on  wood-burning  stoves  can  reduce  pollution 
emissions  by  approximately  50  j)er  cent. 

• • • 

Accidental  poisonings  away  from  home  are  fre- 
quent, potentially  dangerous,  and  typically  occur 
ill  environments  less  able  to  handle  the  emergen- 
cy, according  to  a report  in  the  November  1984 
American  Journal  of  Diseases  of  Children.  Research- 
ers at  the  Children’s  Hospital  Medical  Center  in 
Boston  performed  a prospective  study  of  poison- 
ings that  took  place  away  from  home  and  found 
that  1 3 per  cent  involved  children  aged  5 years  or 
less.  Many  of  these  cases  were  attributed  to  pre- 
scription drugs,  often  in  the  grandparents’ 
homes,  where  ipecac  usually  was  less  available. 

• • • 

Citing  “significant  discrepancies  in  experimental 
data,”  federal  authorities  have  withdrawn  a 
National  Toxicology  Program  (NTP)  draft  re- 
port which  alleged  that  methylene  chloride,  one 
of  the  substances  used  to  remove  caffeine  from 
cof  f ee,  causes  cancer  in  laboratory  animals.  NTP 
is  the  federal  agency  responsible  for  examining 
the  saf  ety  of  chemicals  used  in  industry  and  agri- 
culture. 

The  withdrawn  N fP  study  used  force-feeding 
through  stomach  tubes  to  administer  large  doses 
of  methylene  chloride  mixed  with  corn  oil  direct- 
ly into  the  laboratory  animals.  Scientists  had 
raised  concerns  concerning  the  so-called  gavage 
method  and  the  relevance  of  the  project  to  hu- 
man exposure  of  the  trace  levels  of  methylene 
chloride  which  remain  in  decaffeinated  coffee. 
While  the  maximum  level  approved  by  the  Food 
and  Drug  Administration  is  ten  parts  per  million, 
generally  no  more  than  one  part  per  million  is  left 
in  the  product  bought  by  consumers. 

In  a related  action,  an  independent  laboratory 
study  sjjonsored  by  the  National  Coffee  Associa- 
tion found  that  methylene  chloride  bad  no  can- 
cer-causing effects  on  mice.  The  experiment  in- 
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volved  feeding  high  levels  of  the  substance  in 
drinking  water  to  1,000  mice  during  their  two- 
year  lifetime.  Methylene  chloride  produced  no 
carcinogenic  response  in  the  mice  and  no  treat- 
ment-related effects. 


• • • 

Home  tests  can  help  patients  control  their  dietary 
sodium  intake,  according  to  a new  study  from  the 
Indiana  University  Medical  Center  reported  in 
the  October  1984  issue  of  the  Archives  of  Internal 
Medicine.  Researchers  found  that  the  use  of  a 
qualitative  titrator  strip  assists  patients  with 
hypertension  in  their  attempts  to  reduce  sodium 
consumption.  The  instructions  for  diet  were  de- 
signed to  build  on  a basic  diet  provided  in  the 
American  Heart  Association’s  cookbook.  Cooking 
Without  Your  Salt  Shaker.  Instructions  on  collect- 
ing urine  and  testing  with  the  strips  were  in- 
cluded. The  patients  were  in  a randomized  cross- 
over trial  with  two  four-week  study  periods.  A 
total  of  12  patients  (38  per  cent)  achieved  com- 
pliance with  the  diet  when  using  the  strips.  Of 
these,  nine  also  were  able  to  achieve  compliance 
without  the  strips.  Ten  patients  (30  per  cent)  had 
significantly  lower  sodium  intake  when  using  the 
strips  than  when  not  using  them. 

• • • 

The  International  Electrotechnical  Commission 
(lEC)  recently  announced  publication  of  stan- 
dards for  ultrasonic  therapy  equipment  which 
cover  the  utilization  of  excess  ultrasonic  energy 
and  electrical  requirements  unique  to  ultrasonic 
equipment.  I'he  appendix  has  been  designed  to 
aid  users  in  adapting  provisions  of  the  standard 
to  changing  practical  circumstances.  The  I EC, 
the  authority  for  world  standards  in  electrical  and 
electronic  engineering,  is  comjjosed  of  national 
committees  from  42  countries  and  includes  rep- 
resentatives from  manufacturers,  users,  trade 
associations,  engineering  organizations,  and  gov- 
ernment. 


• • • 

I'he  Food  and  Drug  Administration  has  pub- 
lished a monograph  called  “ Ehe  big  Quack 
Attack”  as  part  of  a canijiaign  to  reduce  health 
fraud.  It  cites  examples  of  nine  categories  of 
modern  (juack  medical  devices,  including  figure 
enhancers  and  arthritis  and  pain  relievers, 
(iopies  are  available  from  Alexander  (irant.  Food 
and  Drug  Administration,  at  301/443-3170.  ^ 
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PHYSICIAN  WANTED  TO  COVER  NIGHTS, 
WEEKENDS,  AND  HOLIDAYS 

INSTITUTE  OF  MENTAL  HEALTH 

A 420-bed  psychiatric  hospital  in  Cranston  is  seeking  a physician  who 
is  willing  to  work  during  off-hours  to  perform  admissions  of  psychiatric 
patients  and  respond  to  medical  and  psychiatric  emergencies.  The 
duties  are  similar  to  those  for  a house  medical  officer. 

The  physician  will  work  in  collaboration  with  a qualified  psychiatrist  on 
administrative  call. 

69  hours/month 

Salary:  $240/night  ($8,000-10,000  annual  income) 

Excellent  sleeping  quarters 

Call  the  Medical  Director  at  464-2458  (days)  or  942-8396  (nights) 


R.L  MEDICAL  BUREAU,  INC. 

We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION.  NO  COMPUTER  DOWNTIME. 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 


96 


Rhode  Island  Medical  Journal 


I 


There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services'  • by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAY  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R I.  Providence,  R.l  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Practice 
Made  Perfect 


In  Navy  Medicine  the  emphasis  is  on  patienj^,  not  paperwork. 


As  a Navy  doctor  you  step  into  an 
active  and  challenging  group  practice. 
You  work  with  state-of-the-art  equip- 
ment and  the  best  facilities  available. 


Highly  trained  physician’s  assistants, 
hospital  corpsmen,  nurses  and 
hospital  administrators  not  only 
provide  medical  support,  they 
attend  to  almost  all  the  paper- 
work. As  a result,  you’re  free  to 
make  medical  decisions  based  solely 
on  the  needs  of  your  patients. 


Along  with  your  professional  development,  you’ll  enjoy 
the  lifestyle  and  fringe  benefits  of  a Navy  officer.  Beginning 
salaries  are  competitive  with  civilian  practice  for  most 
specialists. 


To  learn  more  about  the  Navy’s  practice  made  perfect, 
send  your  curriculum  vitae  or  call: 


Navy  Recruiting  District,  Boston 
470  Atlantic  Avenue 
Boston,  MA  02210 


PH;  (617)  223-0222 

BeThe  Doctor 
You  Want  To  Be.  InThe  Navy. 


\ 
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600 mg  Tablets 


C ’984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49CXD1  USA 


j-4044  January  1984 


Aftera  nitrate, 

add  isopnpc 

(verapamil  HCl/KnolI) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  men 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

iverapamil  HCl/ KnolO 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  m patients  , 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%)  j 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and  or  diuretics  before 
ISOPTIN  IS  used  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
m ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically  Patients  with  atrial  flutter  fibrillation  and  an  acces- 
sory AV  pathway  (e  g , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C, -cardioversion,  AV  block  may  occur  (3rd 
degree,  0,8%)  Development  of  marked  Ist-degree  block  or  progres-  i 

Sion  to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or,  : 

rarely,  discontinuation  and  institution  of  appropriate  therapy  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema,  j 
and  or  severe  hypotension  were  seen  in  some  critically  ill  patients  j 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN  ' 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely  i 

Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be  I 

avoided  m patients  with  AV  conduction  abnormalities  and  or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored,  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents,  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  aher  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result  Adequate  animal 
carcinogenicity  studies  have  not  been  performed  One  study  in  rats 
did  not  suggest  a tumongemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%), 

AV  block  3rd  degree  (0  8%),  bradycardia  HR<50  min  (1 ,1%),  CHF 
or  pulmonary  edema  (0,9%),  dizziness  (3  6%),  headache  (1  8%), 
fatigue  (1  1%),  constipation  (6,3%),  nausea  (1  6%),  The  following 
reactions,  reported  in  less  than  0,5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets,  July  1982  2068 

C^.  KNOLL  PHARMACEUTICAL  COMPANY 

Knoll  30  NORTH  JEFFERSON  ROAD  WHIPPANY  NEW  JERSEY  07981 
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IGNORAIKE 

BNO 

ElKUSE. 

America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

S America's  productivity 
growth  rate  has  been 

r u ui  r 

slipping  badly  tor  sev- 
eral years  now,  com- 
pared to  that  of  other 
nations.  And  it's  ad- 
versely affecting  each 
and  every  one  of  us. 
We've  all  seen 
plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-mode  products  invading 
our  shores.  It's  oil  port  of  our  declin- 
ing productivity  rote. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  con  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  ore  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 

A pubhc  service  of  this  publication 
and  the  American  Productivity  Center 

America. 

Let's  work  together. 


I National  Productivity  Awareness  Campaign 
I PO  Box  480,  Lorton,  VA  22079 


Yes,  I would  like  to  improve  my  company's 
productivity  Please  send  me  a tree  copy  ot 
"Productivity  the  crisis  thot  crept  up  on  us  " 
(Quontities  ovoiloble  at  cost  from  above 
address  ) 


Nome. 


Title. 


Company. 


I City State Zip 

j Please  allow  4-6  weeks  for  delivery. 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOP,  THE  PREDIQABILITY 
CONFIPAAED  BY  EXPEIXIENCE 

QMMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset“’ 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^ 


Caution  patients  about  dnving,  operating  hazardous  machinery  or  drinking 
alcohol  dunng  therapy  Limit  dose  to  15  mg  m elderly  or  debilitated  patients 
Contraindicated  dunng  pregnancy 


DALMAHEe 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363.  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  77ier  32:781 -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchl  MR  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A.  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  Ret  al  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137,  1983 


DALMANE®  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requinng 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  tnmester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  tor  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tenng  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighl- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  b^n  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  imtability.  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruntus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  mciximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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GENERAL  ASSEMBLY  GEARS  UP  WITH  FLURRY 
OF  HEALTH  BILLS 

Amidst  a flurry  of  publicity  concerning 
I the  DiPrete  tax  rebate  plan,  the  General 
! Assembly  has  also  started  work  on  several 
proposals  which  would  significantly  af- 
fect medical  care  and  physicians.  By  the 
j end  of  the  session  in  May,  the  solons  will 
I have  considered  an  estimated  200  health- 
related  bills.  Of  the  bills  Introduced 
by  mid-February,  among  those  of  particular 
interest  to  Rhode  Island  physicians  are 
the  following; 


LEGISLATIVE  SESSION  UNDERWAY  (continued) 

• H 5166  (DeLuca) : would  require  high 

schools  to  include  courses  on  the 
harmful  effects  of  smoking 

• H 5158  (Carcieri) ; would  provide  for 
registration  of  a new  allied  health 
provider  group,  "certified  school  psy- 
chologists" 

• H 5147  (Cardente) : would  require  physi- 

cians to  post  their  Medicare  payment 
policies  in  their  offices 


• S 161  (Ganon) ; mandatory  seat  belts 

• S 138  (Gilgun) : would  prohibit  charges 
by  the  Department  of  Social  and  Reha- 
bilitative Services  to  Medicaid  recipi- 
ents 65  years  of  age  or  older  for  drug 
and  eyeglass  prescriptions 

• S 110  (Bevilacqua) : would  require  in- 
surance companies  to  cover  ambulance 
service  for  transferring  patients 
from  free-standing  ERs  to  hospitals 


• H 5136  (Cardente) ; would  require  physi- 
cians to  post  their  fees  for  profes- 
sional services 

• H 5131  (Cardente) : a resolution  calling 

upon  the  Hospital  Association  of  Rhode 
Island  to  impose  a three-year  moratorium 
on  hospital  rate  increases 

• H 5129  (Cardente) : a resolution  calling 

upon  Rhode  Island  physicians  to  freeze 
their  fees  for  one  year 


• S 79  (Carlin) : would  propose  medical 

criteria  for  boxers  and  prohibit  box- 
ing by  fighters  aged  30  and  older 

• H 5258  (DeLuca) : would  prohibit  phy- 

sicians from  collecting  any  charges 
which  are  covered  by  insurance 

• H 5249  (Cardente) : would  require  Blue 

Cross  & Blue  Shield  to  provide  coverage 
for  hearing  loss  and  hearing  aids 

• H 5299  (Cardente) : a resolution  call- 

ing upon  Congress  to  enact  national 
health  insurance 

• H 5225  (Cardente) : a resolution  call- 

ing upon  Congress  to  require  mandatory 
acceptance  of  Medicare  benefits  as  pay- 
ment in  full 


• H 5109  (DeLuca) : would  prohibit  physi- 
cians and  hospitals  from  collecting  any 
charges  in  excess  of  the  Medicare  "maxi- 
mum allowable  charge"  from  Medigap  in- 
surers or  beneficiaries 


HOSPITAL  ROOM  RATE  INCREASES  TO  AVERAGE 
FOUR  PER  CENT  THIS  YEAR 

According  to  the  Hospital  Association  of 
Rhode  Island  (HARI) , the  room  rate  hikes 
for  the  state's  16  hospitals  will  average 
4 per  cent  in  1985,  ranging  from  a high  of 
6.8  at  Rhode  Island  Hospital  to  no  increases 
at  The  Miriam,  Kent,  and  South  County  hos- 
pitals . 

In  1984,  semi-private  daily  room  rates  of 
Rhode  Island  hospitals  averaged  $200.64 
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HOSPITAL  INCREASES  (continued) 

per  day  compared  to  a national  average  of 
$207.38.  Average  national  room  rates 
ranged  from  a high  of  $280.41  in  Washing- 
ton, DC  to  a low  of  $109.61  in  Mississippi. 
In  comparison  with  the  rest  of  New  England, 
dally  hospital  rates  in  Rhode  Island  fall 
exactly  in  the  mid-range.  The  highest 
charges  among  the  six  states  are  in 
Massachusetts  at  $217.82  and  the  lowest 
in  New  Hampshire  at  $196.40. 

The  figures  are  based  on  responses  to  a 
survey  conducted  by  the  Health  Insurance 
Association  of  America  from  2,911  hospi- 
tals across  the  nation. 


LOCAL  CANCER  SOCIETY  AFFILIATE  LAUNCHES 
CAMPAIGN  AGAINST  COLORECTAL  CANCER 

The  Rhode  Island  Division  of  the  Ameri- 
can Cancer  Society  has  launched  an  ag- 
gressive campaign  to  reduce  the  number  of 
deaths  from  colorectal  cancer  by  half  with- 
in the  next  ten  years.  An  estimated  400 
Rhode  Islanders  die  each  year  from  cancer 
of  the  colon  and  rectum,  according  to  Dr 
Arvin  S.  Glicksman,  chairman  of  a commun- 
ity-wide task  force  formed  by  the  local 
ACS  affiliate  to  implement  the  program. 

The  fact  that  most  of  the  750  new  cases 
discovered  each  year  are  detected  only 
after  the  disease  has  progressed  into  its 
later  stages  is  a major  factor  in  the 
state’s  unusually  high  death  rate,  which 
is  approximately  10-15  per  cent  higher 
than  the  national  average.  The  primary 
focus  of  the  Rhode  Island  campaign,  known 
as  Project  CHECK,  is  education  of  the 
general  public  and  physicians  about  the 
importance  of  early  detection.  The  Ameri- 
can Cancer  Society,  which  reports  that 
more  than  93  per  cent  of  colorectal  can- 
cers affect  patients  50  years  of  age  or 
older,  has  recommended  the  following  pre- 
ventive measures: 

• an  annual  digital  rectal  examination 
for  all  persons  aged  40  and  over 

• a test  for  occult  stool  blood  annually 
starting  at  age  50 

• a proctosigmoidoscopy  every  three  to 
five  years  after  age  50,  following 


COLORECTAL  CANCER  (continued) 

two  annual  examinations  with  normal  results. 

Through  certain  preventive  measures.  Dr 
Glicksman  added,  it  may  be  possible  to 
eliminate  20  per  cent  of  all  colorectal 
cancer  by  1995  with  an  even  higher  reduc- 
tion later.  Among  measures  currently  avail- 
able to  accomplish  this  result  are  early 
treatment  of  large  benign  polyps  that  may 
subsequently  become  malignant  and  the  con- 
sumption of  a high-fiber,  low-fat  diet. 


AMA  REPORT  CITED  IN  LEAD  NEW  YORK 
TIMES  ARTICLE 

The  New  York  Times  cited  AMA  sources  in  a 
front-page,  lead  article  which  stated  that 
Americans  are  filing  more  than  three  times 
as  many  malpractice  claims  as  they  did  ten 
years  ago,  and  winning  record-breaking  set- 
tlements. The  publication,  "Malpractice  in 
the  80s,"  which  was  included  as  a series  of 
supplements  to  American  Medical  News,  re- 
ports that  20  claims  were  filed  for  every 
100  physicians  in  1983.  At  the  height  of 
the  "malpractice  crisis"  in  1975,  by  con- 
trast, 3.3  claims  were  filed  for  every  100 
physicians . 

The  January  17,  1985  edition  of  the  Times 
quoted  additional  statistics  from  the  AMA 
indicating  that  awards  and  settlements  in 
malpractice  cases  are  breaking  "all  records. 
Since  1975,  the  number  of  suits  settled  for 
$1  million  or  more  has  been  growing  steadily 

At  the  interim  meeting  of  the  AMA  House  of 
Delegates  last  December,  the  AMA  Board  of 
Trustees  concurred  with  a recommendation 
of  the  Committee  on  Professional  Liability 
that  the  "search  for  solutions  to  the  mal- 
practice crisis  continues  to  be  one  of  the 
highest  priorities  of  the  Association." 

NEW  MONOGRAPH  ON  MEDICAL  STAFF 
BYLAWS  AVAILABLE 

Responding  to  the  demands  of  hospital  medi- 
cal staffs,  the  American  Medical  Associa- 
tion has  published  an  88-page  monograph 
intended  to  help  them  with  the  difficult 
task  of  writing  or  revising  their  bylaws. 

The  monograph.  Bylaws:  A Guide  for  Hospi- 

tal  Medical  Staffs,  addresses  recent  changes 
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BYLAWS  (continued) 

in  requirements  of  the  Joint  Commission  on 
the  Accreditation  of  Hospitals,  legal  and 
political  concerns  of  the  credentialing 
process,  due  process,  changing  reimburse- 
ment methods,  and  prospective  pricing. 

The  publication  is  available  for  $15/copy 
less  10  per  cent  for  AMA  members  from  the 
AMA  Order  Department  (OP-351) , PO  Box 
10946,  Chicago,  IL  60610.  The  handling 
charge  is  $1.50  per  copy  and  the  delivery 
charge  $2.00  for  single  copies  and  $2.50 
for  two  to  six  books.  For  information  on 
quantity  discounts,  call  312/280-7168 

I CONSUMER  PRODUCT  SAFETY  COMMISSION 
1 PUBLISHES  HOME  SAFETY  GUIDELINES 

j The  US  Consumer  Product  Safety  Commission 
! recently  published  a checklist  designed  to 
1 help  older  consumers  reduce  their  environ- 
] mental  hazards.  The  commission  estimates 
that  more  than  600,000  elderly  patients 
are  treated  annually  in  hospital  emer- 
gency rooms  as  a result  of  accidents  in 
their  homes. 

The  28-page  booklet,  printed  in  large, 
i easy-to-read  type,  covers  more  than  30 
I potential  household  hazards,  ranging 
. from  frayed  lampcords  to  loose  chimney- 
I bricks.  Copies  are  available  in  bulk 
from  the  Rhode  Island  Consumers  Council, 

! 365  Broadway,  Providence,  Rhode  Island 
j 02909  (277-2764). 

1 

I WOONSOCKET  HOSPITAL  SPONSORS  NEW  GROUPS 

Woonsocket  Hospital  recently  announced  the 
formation  of  two  new  support  groups.  The 


SUPPORT  GROUPS  FORMED  AT  WOONSOCKET  (cont.) 

Ostomy  Rehabilitation  Program  offers  a vari- 
ety of  services  to  patients  who  have  had  a 
colostomy,  ileostomy,  or  a urinary  diversion, 
including:  information  on  stoma  and  reha- 

bilitation management,  counseling  on  pros- 
thetic devices,  education,  and  emotional  ad- 
justment counseling. 

The  Asthma  Support  Program  was  designed  to 
help  parents  of  asthmatic  children  in  under- 
standing the  causes  of  the  disease,  its 
danger  signals,  and  the  impact  of  allergies. 
For  more  information  concerning  the  Ostomy 
Rehabilitation  Program,  call  Lorraine  Nault, 
RN  (767-2311,  ext.  2308);  additional  infor- 
mation regarding  the  asthma  support  group 
is  available  from  Diane  Gamache,  RN  (ext. 
2202) . 

EARNINGS  OF  YOUNGER  PHYSICIANS  LAG 

The  practice  earnings  of  younger  physicians 
have  not  increased  at  the  same  pace  as 
those  of  physicians  with  more  experience, 
according  to  the  AMA  Socioeconomic  Monitor- 
ing System. 

After  adjustments  for  Inflation,  the  earn- 
ings of  younger  physicians  have  declined 
substantially  while  those  of  older  physi- 
cians have  held  steady.  Despite  the  de- 
creases, however,  the  average  1983  income 
after  expenses  but  before  taxes  was  $82,600 
for  physicians  in  their  first  five  years 
of  practice,  $112,300  for  those  in  their 
sixth  through  tenth  year,  and  $113,700  for 
physicians  with  more  than  ten  years  of 
experience.  Physicians  in  their  first 
five  years  of  practice  are  less  likely  to 
be  self-employed  than  older  physicians  and 
they  face  a much  more  competitive  situation. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

PATIENT  COMPLAINTS  AGAINST  PHYSICIANS 

While  the  Society  receives  each  week  an  average  of  two  to  three  telephone  complaints 
concerning  physicians,  only  a small  percentage  of  the  callers  follow  up  in  writing. 
These  letters  are  referred  to  the  Mediation  Committee,  a standing  committee  of  the 
Society  responsible  for  considering  patient  complaints  against  RIMS  members  and  ad- 
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PRACTICE  MANAGEMENT  QUESTION  (CONTINUED) 


judlcating  or  otherwise  disposing  of  these.  Currently  under  the  leadership  of  Dr  Paul 
Welch,  the  Committee  consists  of  ten  members  who  are  appointed  by  the  president  for  a 
ten-year  term  of  office. 

The  following  is  a summary  of  the  Committee’s  procedures  and  a brief  discussion  of  the 
most  common  types  of  complaints  received: 

Commottee  PA,oceduAe^ 

• The  Committee  responds  only  to  written,  signed  complaints  which  are  immediately 
acknowledged  and  forwarded  to  the  chairman.  A copy  of  the  complaint  also  is 

sent  to  the  physician  involved,  with  the  request  that  he  or  she  respond  to  the  | 

allegations  in  writing. 

( 

• Copies  of  the  complaint  and  the  response  are  forwarded  to  a Committee  member 

for  review  and  a written  opinion.  After  reviewing  the  substantiating  information, 
the  chairman  determines  whether  the  complaint  warrants  the  attention  of  the  full 
Committee.  The  Committee  may  base  its  decision  on  the  information  available  or 
request  additional  data  from  either  the  complainant  or  the  physician. 

• Both  the  complainant  and  the  physician  are  informed  of  the  Committee's  decision.  ' 
Any  recommendations  which  would  result  in  suspension  or  revocation  of  membership 
must  be  referred  to  the  Council  for  action.  The  bylaws  outline  a detailed  pro- 
cedure  and  appeals  mechanism  that  must  be  followed  for  adverse  decisions  against 

a member.  n 

Ti/pe^  0^  ComplcUnti  Received 

Most  of  the  disputes  that  are  adjudicated  by  the  Committee  are  comparatively  "minor" 
ones  which  result  from  a failure  of  communication,  including  waiting  long  periods 
of  time  for  scheduled  appointments  and  rude  or  cavalier  treatment,  either  by  the 
physician  or,  more  commonly,  the  office  staff.  Two  other  frequent  complaints,  how- 
ever, warrant  further  consideration. 

Me.dtC(x£  H.2,C.0H.cU:  While  physicians  are  not  required  to  forward  medical  records  di- 

rectly to  the  patient.  Section  5-37-22 (c)  of  the  Rhode  Island  General  Laws  mandates 
"prompt"  handling  of  a patient’s  written  request  for  transfer  of  the  records  to 
another  physician.  The  statute  prohibits  charging  any  transfer  fees  higher  than 
the  actual  costs  of  handling,  photocopying,  and  mailing.  It  is  unethical  to  hold 
the  records  "hostage"  for  unpaid  bills.  i 


Fe.fc2> »•  A considerable  amount  of  confusion  surrounds  the  handling  of  fee  disputes.  In 
June  1983  the  RIMS  Council,  pursuant  to  legal  advice  that  the  Committee’s  continued 
involvement  in  such  cases  might  appear  to  violate  guidelines  established  by  the  ^ 

Federal  Trade  Commission  (FTC) , directed  the  Mediation  Committee  "not  to  deal  with  any 
fee-related  disputes."  While  there  are  recent  indications  that  the  hardline  FTC  posi- 
tion in  this  matter  may  be  weakening,  all  fee  complaints  are  forwarded  to  the  Rhode  f 

Island  Board  of  Medical  Review.  E 


ReZatlon^fu-p  Between  RIMS  and  the.  BooAd  Me.dlc.at  Rcvtew 

Other  than  the  forwarding  of  fee  complaints,  there  is  no  relationship  between  the  Soci- 
ety and  the  Board  of  Medical  Review,  which  is  the  state  "watchdog"  agency  dealing  with 
matters  affecting  physician  licensure.  Unlike  the  Board,  the  Mediation  Committee  can 
not  take  actions  which  would  affect  a physician’s  license  to  practice.  Instead,  the 
Committee  offers  a public  service  by  providing  patients  and  their  physicians  an  oppor- 
tunity to  resolve  their  differences  without  resorting  to  legal  means  or  government 
intervention. 
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HOME  NURSING  CARE 


Private  Duty  Nursing 


Siarkweatlier  and  Shej)lc\ 
Business  Insurance 


* REGISTERED  NURSES 

* LICENSED  PRACTICAL  NURSES 

* NURSE  AIDES 

* HOMEMAKERS 

* HOME  HEALTH  AIDES 


Personal  Service 


When  Home  Care  Is  Needed 


155  SOUTH  MAIN  STREET 
PROVIDENCE,  RHODE  ISLAND  02903 

421-6900 


Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Employes  Bonded  and  Insured 

(401 ) 751  -9660 

Available  7 days  a week 
24  hours  a day. 


MEDICAL  CLEARING  BUREAU 


f/ZZ. 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  EOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A.c  (Glycohemoglobin),  Quantatative  Beta  HCG, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  r.RANS  rON  STRIdiT,  CRANS  ION,  RI  02920 

943-1211 


RI  TOLL  FRLE  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• SamC'Day  Surgery'  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolar^'ngol- 
ogists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  stafF specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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RNt  SEVERE  COUGHSyCAN  YOU 
REMEMBER  1HESE  lETHRS? 


• 16FLOZ.(1PT.) 


You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussiif-DAC^ 


Pharmaceutical  Division 
Richmond.  Virginia  23261  -6609 


Each  5 ml  (1  teaspoonful)  contains: 

Guaifenesin,  USP 

Pseudoephedrine 

Hydrochloride,  USP 

Codeine  Phosphate,  USP  

(Warning:  May  be  habit  forming) 
Alcohol  1 .4  percent 


100  mg 


30  mg 
10  mg 


Robitussirf-DAC 


EDITORIALS 


A Revolution  in  the  Management  of  Alcohol  Abuse  in  Rhode  Island 


As  Charles  Dickens  in  The  Tale  of  Two  Cities  aptly 
described  the  early  days  of  the  French  Revolu- 
tion, “it  was  the  best  of  times,  it  was  the  worst  of 
times,”  so  we  here  in  Rhode  Island  have  experi- 
enced a revolution  in  the  management  of  alcohol- 
ism. 

The  public  policy  thrust  in  the  state  has  been  to 
support  the  development  of  a full  range  of  varied 
services,  since  each  alcohol  abuser  has  unique  and 
individual  needs.  These  services  include  com- 
munity- and  institution-based  inpatient,  outpa- 
tient, residential,  detoxification,  day  treatment, 
and  group  or  individual  counseling.  All  pro- 
grams stress  prevention  of  drinking  or  maintain- 
ing sobriety.  The  Rhode  Island  Department  of 
Mental  Health,  Retardation,  and  Hospitals 
(MHRH)  has  expanded  service  delivery,  working 
with  the  Department  of  Health,  other  state  agen- 
cies, student  groups,  parents,  family  members, 
the  Rhode  Island  Medical  Society,  other  health 
care  providers,  and  the  public. 

In  the  mid-1970s,  there  was  just  a handful  of 
community-based  providers.  Today,  MHRH 
allocates  $7.4  million  annually  in  state  and  feder- 
al appropriations  to  enable  28  licensed  commu- 
nity providers  to  operate.  This  treatment  capacity 
has  expanded  from  4,000  individuals  to  a current 
statewide  network  which  serves  approximately 
12,000  Rhode  Islanders.  In  fact,  the  only  remain- 
ing state-operated  program  is  the  Benjamin  Rush 
Detoxification  Unit  (48  beds),  which  primarily 
serves  persons  who  are  extremely  disabled  by 
alcohol  and  who  are  subject  to  frequent  readmis- 
sion. 

It  is  estimated  that  54,000  to  68,000  persons  in 
Rhode  Island  are  “alcohol  troubled.”  For  this 
population  Rhode  Island  is  fortunate  to  have 
moved  from  the  perception  that  alcohol  abusers 
are  “morally  weak”  to  a view  that  these  persons 
suffer  from  a complicatefl  disease  process  which 


affects  all  strata  of  society.  This  revolution  of 
perception  has  heightened  recognition  of  the  fact 
that  although  the  actual  cause  of  alcohol  abuse  is 
not  known  and  “cure”  is  elusive,  victims  can  still 
receive  treatment  and  maintain  sobriety.  The 
efficacy  of  alcohol  abuse  treatment  has  been  and 
will  likely  continue  to  be  a source  of  controversy. 
Even  enlightened  approaches  to  preventing  or 
identifying  alcohol  abuse  are  occasionally  subject 
to  two  major  barriers,  stigma  and  denial.  Unfor- 
tunately, family  members,  friends,  peers,  and 
others  may,  for  fear  of  embarrassment,  avoid 
acknowledging  that  a person  is  an  alcoholic.  In 
reality,  alcohol  abuse  is  especially  amenable  to 
treatment  in  the  early  stages.  There  are  occasions 
when  clinicians  are  inclined  to  deny  a “drinking 
problem.”  It  is  a fact  that  anyone,  because  of  the 
insidious  nature  of  the  disease,  can  become  an 
alcohol  abuser.  This  is  a difficult  notion  to  accept. 

Major  changes  in  Rhode  Island  in  the  delivery 
of  appropriate  services  to  alcoholics  have  oc- 
curred through  legislative  intervention.  In  1980 
the  Rhode  Island  General  Assembly  mandated 
third-party  coverage  of  alcohol  abuse  treatment 
services.  Rhode  Island  was  the  fourteenth  state  to 
adopt  such  legislation.  There  are  currently  33 
states  which  require  coverage  of  the  treatment  of 
alcoholism.  This  action  has  created  a significant 
and  positive  impact  on  services  to  alcohol  abusers 
in  Rhode  Island  and  has  further  legitimatized 
alcohol  treatment.  Third-party  payers  and 
actuaries  have  often  failed  to  recognize  that  a 
substantial  portion  of  admissions  to  all  acute  hos- 
pitals are  related  to  alcohol.  It  has  been  estimated 
that  approximately  25  per  cent  of  hosj)ital  admis- 
sions are  directly  or  indirectly  the  result  of  alco- 
hol abuse.  I hese  hidden  costs  are  reflected  in  the 
higher  premiums  that  we  all  pay  for  health  cover- 
age. Fhe  Rhode  Island  business  community  is 
rapidly  recognizing  the  value  of  employee  assist- 
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ance  programs  (EAPs)  as  an  effective  means  of 
containing  costs. 

The  revolution  in  Rhode  Island  also  includes 
the  decision  to  raise  the  drinking  age  from  18  to 
21  years.  This  restrictive  effort  was  directed  to- 
ward getting  the  “drunk  driver”  off  the  road. 
Proposals  to  place  a surtax  on  alcohol,  in  effect  in 
24  states,  has  yet  to  be  adopted  in  Rhode  Island. 
The  tax  revenue  thus  generated  can  be  applied 
directly  to  prevention,  evaluation,  and  treatment 
of  alcohol  abuse. 

The  Rhode  Island  revolution  has  also  included 
development  and  expansion  of  “grass  roots” 
groups,  including  Mothers  Against  Drunk  Driv- 
ing (MADD),  Students  Against  Drunk  Driving 
(SADD),  and  the  National  Federation  of  Parents 
for  Drug  Free  Youth.  These  organizations  have 
provided  enormous  impetus  toward  reducing 


The  Hazards  of  Boxing 

At  its  recent  interim  meeting  in  Honolulu,  the 
American  Medical  Association  House  of  Dele- 
gates adopted  the  following  resolution  aimed  at 
outlawing  boxing  as  a sport; 

Encourage  the  elimination  of  both  amateur  and  profes- 
sional boxing,  a sport  in  which  the  primary  objective  is  to 
inflict  injury; 

Communicate  its  opposition  to  boxing  to  appropriate  reg- 
ulating bodies; 

Assist  state  medical  societies  to  work  with  their  state  legisla- 
tures to  enact  laws  to  eliminate  boxing  in  their  jurisdictions; 
and 

Educate  the  American  public,  especially  children  and 
young  adults,  about  the  dangerous  effects  of  boxing  on  the 
health  of  participants. 

In  pursuit  of  these  goals,  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society  at  its 
January  session  voted  to  ask  the  Rhode  Island 
General  Assembly  to  ban  boxing  within  the  state, 
terming  it  a “cruel  activity  whose  only  objective  is 
to  inflict  injury.”  The  sport  remains  deadly  de- 
spite protective  headgear  and  other  ringside  safe- 
ty measures  which  are  sometimes  applied.  There 
is  now  good  objective  evidence  obtained  by  CT 
brain  scans  of  physical  damage  to  the  brain  and 
sound  clinical  evidence  of  permanent  brain  dam- 
age from  repeated  blows  to  the  head.  Since  Janu- 
ary 1983  eleven  fighters  have  died  as  a result  of 
boxing  injuries.  The  unhappy  spectacle  of  the 
deterioration  of  Mohammed  Ali,  now  “punch- 
drunk”  for  all  to  see,  should  be  a graphic  lesson 


stigma  and  in  preventing  denial  of  the  problem. 
It  is  likely  that  Rhode  Islanders  will  continue  to 
recognize  that  alcoholism  represents  a major 
public  health  challenge.  Concerned  physicians 
and  other  professionals  will  be  expected  to  sup- 
port prevention,  education,  and  treatment  pro- 
grams, since  they  represent  our  best  options  and 
will  promote  the  awareness  that  alcohol  use  can 
be  controlled.  Fach  of  us  realizes  that  alcohol  will 
remain  in  our  environment.  Helping  people  to 
use  this  chemical  appropriately  is  a challenge  to 
the  public  health  community. 

Thomas  D.  Romeo 
Director 

Rhode  Island  Department  of  Mental  Health, 
Retardation,  and  Hospitals 


for  everyone. 

In  view  of  the  vast  popularity  of  this  cruel 
“sport”  among  a numerous  and  blood-thirsty  fol- 
lowing, it  may  be  a bit  naive  or  a quixotic  jousting 
with  windmills  to  expect  our  politically-oriented 
representatives  to  outlaw  boxing  in  one  fell 
swoop.  On  the  way  there,  however,  some  interim 
measures  may  be  worth  shooting  for: 

1 . Mandatory  headgear  despite  its  limited  value. 
This  is  now  a requirement  in  Olympic  boxing. 

2.  Vigorous  enforcement  of  bans  on  illegal 
blows. 

3.  Complete  banning  of  all  head  blows. 

4.  Greater  readiness  to  stop  fights  in  the  face  of 
early  evidence  of  deterioration  or  fatigue. 

5.  All  boxing  by  fighters  beyond  the  age  of  30 
years  to  be  banned.  This  will  assure  faster 
reflexes  and  eliminate  “come-back”  fights  by 
aging  has-beens. 

6.  The  earning  of  points  should  be  the  primary 
objective  of  the  game. 

7.  Outlaw  knock-downs  and  knock-outs. 

This  is  a mixed  bag  of  suggestions,  any  com- 
bination of  which  would  improve  the  present  har- 
rowing situation.  Perhaps  a half  loaf  is  better  than 
none  at  all  in  the  face  of  political  realities. 

Seebert  J.  Goldowsky,  MD 
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SARGENT 

REHABILlTAnON 

CENTER 


through  rehobihtation, 

the  restoration  of  human  potential 


We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Way  land  Square) 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


There  must  be  a goo(d  reason  why 


TUNTTED 

SURGICAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


we’ve  become  the 
trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  EV'EKVTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
O.xygen  needs  to  Orthopedic  Appliances.  WTieel 
chairs.  Walkers  and  Hospital  Beds,  we  re  here  to 
serxe  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  e.xaclly  "whal  the 
doctor  ordered  " We've  been  doing  it  dependably 
lor  many  years. 

That's  how  we've  earned  the  trust  ol  so  many 
doctors. 

.Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)781-2166 

OPENDAIUr8to5:30  • SATURDAY  8 to  1 


380  WARMCK  AVE.  WARWICK.  RI  02888 

At  the  Cmnston/Warwtek  City  Line 
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^ 460  doctors 
feel  good  about 
Ocean  State. 


Are  you  concerned  about  what  “Health 
Care  Competition”  will  do  to  your  private 
practice? 

Consider  Ocean  State  Master  Health 
Plan.  In  Rhode  Island  there  are  nearly 
600  participating  physicians  in  the  plan 
and  their  numbers  keep  growing  because; 

1.  Ocean  State  allows  them  to  keep  their 
patients. 

2.  Ocean  State  was  developed  and  is  run 

by  physicians  who  understand  the 
needs  of  doctors  in  private  practice. 


3.  Ocean  State  is  rational,  reasonable, 
courteous  and  responsive  to  its  par- 
ticipating providers. 

4.  In  less  than  a year  Ocean  State  has 
grown  from  1700  to  over  17,000 
members. 

Contact  us  at  273-7050  for  complete 
information  on  how  to  affiliate  with 
Ocean  State.  You’ll  soon  see  why  so 
many  more  doctors  are  feeling  good 
about  our  care. 


Ocean  State  ^ 
Master  Health 

Ocean  State  Master  Health  Plan,  Inc. 

It  pays  to  keep  you  healthy. 


339  Eddy  Street,  Providence,  R1  02903  (401)  273-7050  or  ToU  Free  1-800-451-5109 
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Medical  Manpower:  How 
Many  Physicians  Can 
Rhode  Isiand  Absorb? 

The  problem  of  medical  manpower,  the  so-called 
“physician  glut,”  has  been  of  continuing  concern 
to  practicing  physicians  in  Rhode  Island  for  some 
time.  In  response  to  a July  1984  questionnaire 
designed  to  assist  the  Society  leadership  in  setting 
priorities,  more  than  700  physicians  in  the  state 
ranked  manpower  as  third  in  a list  of  ten  social, 
economic,  and  legislative  issues.  Only  two  other 
problems,  malpractice  and  government  regula- 
tion, received  a higher  rating.  The  perceived 
competition  shows  every  sign  of  intensifying  as 
more  and  more  newly-trained  physicians  emerge 
from  the  educational  pipeline. 

Existing  medical  schools,  responding  to  such 
powerful  economic  lures  as  capitation  payments 
and  construction  grants,  expanded  their  capacity 
to  a considerable  degree  between  1963  and  1980. 
During  the  same  period,  the  number  of  schools 
also  increased  from  90  to  127  and  the  size  of  the 
first-year  class  doubled  until  it  reached  18,200 
students  in  1982.  It  has  been  estimated  that  the 
number  of  physicians  in  active  practice  also  will 
double  by  the  end  of  the  century  although  the 
population  will  remain  relatively  constant. 
Moreover,  most  practicing  physicians  will  be 
comparatively  young  as  the  new  additions  to  the 
pool  exceed  attrition  by  death,  disability,  and  re- 
tirement. 

The  problem,  however,  does  show  some  very 
preliminary  indications  of  improvement.  For  the 
first  time  since  World  War  II,  the  total  enroll- 
ment in  the  nation’s  medical  schools  has  declined 
slightly  although  it  is  too  soon  to  predict  if  the 
trend  will  continue.  The  New  York  Times  recently 
reported  that  bright  college  students  are  shun- 
ning medical  and  law  school  in  favor  of  more 
immediately  lucrative  occupations.  Because  of 
the  prolonged  training  route  for  physicians,  the 
actual  impact  of  any  decline  will  not  be  felt  until 
well  into  the  next  century. 

How  many  physicians  are  actually  needed? 
Several  methods  have  been  used  to  determine  an 
“ideal”  number,  such  as  measuring  the  physician/ 
population  ratio,  computing  the  cost  of  medical 
care  as  a percentage  of  the  gross  national  prod- 


uct, and  projecting  requirements  on  the  basis  of 
an  estimated  rate  of  disease.  During  the  period 
1940  to  1960,  there  were  141  physicians/ 100,000 
population  in  the  United  States.  By  1990  this 
ratio  will  have  reached  215/100,000.  In  Rhode 
Island  we  already  have  exceeded  200  physicians/ 
100,000. 

This  last  fact  has  caused  repercussions 
throughout  the  state.  Many  hospital  staffs,  in 
effect,  are  closed  except  to  those  new  physicians 
with  very  specific  skills  or  to  provide  replace- 
ments. Five-year  plans  of  medical  staffs  have 
been  developed  to  measure  the  future  needs  of 
each  clinical  department.  One  hospital  recently 
refused  a staff  appointment  despite  an  urgent 
plea  from  the  applicant’s  weary  partner  for  help 
with  a burgeoning  private  practice.  The  rejected 
physician  was  informed  that  full-time  hospital 
employees  in  his  specialty  were  “not  busy 
enough.” 

The  structure  of  health  care  services  is  visibly 
changing  as  a result  of  this  oversupply.  The 
federal  Graduate  Medical  Education  National 
Advisory  Committee  (GMENAC)  in  1980  pro- 
jected surpluses  of  physician  manpower  which 
would  result  in  higher  medical  costs  for  all  pa- 
tients and  growing  pressure  upon  physicians  and 
hospitals.  The  problem  is  especially  acute  in 
Rhode  Island  where  more  than  400  residents  cur- 
rently are  in  training  programs.  Since  residents 
often  have  established  practices  close  to  the  site  of 
their  training,  the  number  of  residency  slots  be- 
comes an  issue  of  serious  concern. 

During  the  past  five  years  there  have  been  re- 
peated calls  for  investigations,  recommendations, 
and  resolution  of  the  “manpower  crisis”  in  Rhode 
Island.  Nothing  has  resulted,  however,  despite 
preliminary  discussion  of  the  issue.  The  time  has 
come  for  the  hand-wringing  to  stop  and  for  the 
major  players  — the  Society,  the  Rhode  Island 
Department  of  Health,  the  Brown  University 
Program  in  Medicine,  and  the  hospitals  — to 
address  the  problem  in  a cooperative  and  col- 
laborative spirit. 
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SPECIAL  REPORT 


The  Committee  on  Impaired  Physicians 
of  the  Rhode  Island  Medical  Society 

Herbert  Rakatansky,  MD 


It  seems  appropriate  at  this  time  to  review  the 
status  of  impaired  physicians  and  their  families  in 
Rhode  Island.  There  have  been  six  well-attended 
national  conferences  on  the  impaired  physician 
sponsored  by  the  American  Medical  Association. 
The  growing  interest  and  increasing  recognition 
of  this  problem  do  not  reflect  a higher  incidence 
but  rather  a heightened  awareness  and  willing- 
ness to  deal  with  it.  Physicians  are  subject  to  the 
same  ills  as  their  patients.  In  the  case  of  some 
diseases,  however,  the  diagnosis  and  treatment 
has  been  worse  than  inadequate.  The  old  saw, 
“physician  heal  thyself,”  when  taken  literally  by 
an  individual  physician,  may  be  detrimental.  Un- 
fortunately, some  may  take  the  aphorism  too 
literally  and  try  to  treat  themselves  or  their  loved 
ones,  in  which  event  another  saying  applies,  “the 
physician  who  treats  himself  has  a fool  for  a pa- 
tient.” Often  the  illness  is  worsened  and  in  the 
case  of  chemical  dependency  a downward  spiral 
is  begun  which,  if  not  interrupted,  leads  to  disas- 
ter. Upon  suspecting  illness  in  oneself,  it  is 
appropriate  to  turn  to  a colleague  for  assistance. 
When  approached  by  a fellow  physician,  we 
should  respond  sympathetically  and  profes- 
sionally. What  then  is  the  state  of  things  in  Rhode 
Island? 

This  paper  will  limit  the  discussion  to  those 
illnesses  which  tend  to  be  treated  inadequately,  if 
at  all,  when  occurring  in  physicians.  Among  these 
are  chemical  dependency  (alcohol  and  drugs). 


Herbert  Rakatansky,  MD,  is  a gastroenterologist  in 
private  practice.  Providence,  Rhode  Island.  He  serves 
as  President-Elect  of  the  Rhode  Island  Medical  Society 
and  was  President  of  the  Providence  Medical  Associa- 
tion from  1982  to  1983.  Doctor  Rakatansky  also  is 
chairman  of  the  RIMS  Committee  on  Impaired  Physi- 
cians and  Clinical  Associate  Professor  of  Medicine, 
Brown  University  Program  in  Medicine. 


depression,  severe  anxiety,  and  other  behavioral 
disturbances.  Senility  may  also  be  included.  Such 
organic  illnesses  as  heart  disease  usually  receive 
optimal  treatment  and  do  not  represent  a prob- 
lem in  neglect.  The  function  and  results  of  efforts 
of  the  Impaired  Physician  Committee  of  the 
Rhode  Island  Medical  Society  (RIMS)  will  also  be 
outlined. 

Committee  Functions 

It  seems  reasonable  to  suppose  that  there  is  nei- 
ther more  nor  less  illness  among  physicians  in 
Rhode  Island  than  anywhere  else.  Certainly  the 
general  population  has  its  share.  The  AMA  esti- 
mates the  incidence  of  chemical  dependency  in 
physicians  at  approximately  ten  per  cent.  The 
other  illnesses  mentioned  above  will  enlarge  the 
number  of  afflicted  physicians  even  further.  The 
Committee  on  Impaired  Physicians  represents 
the  efforts  of  physicians  acting  to  take  care  of 
other  doctors  suffering  from  these  diseases, 
which  usually  remain  untreated  and  often  have 
disastrous,  if  not  fatal,  outcomes. 

The  Committee  acts  as  an  advocate  for  the  ill 
physician  and  in  this  role  has  adopted  certain 
guidelines.  Only  illnesses  are  considered  as  prop- 
er for  attention  by  the  committee.  While  issues  of 
ethics,  competency,  and  legality  may  occur  sec- 
ondarily to  an  illness  and  will  be  considered  in 
that  context,  they  are  not  primary  concerns  of 
this  committee.  These  problems  represent  a 
legitimate  interest  of  the  profession  but  are 
addressed  by  other  means,  such  as  by  another 
committee  of  the  Society.  An  illness  has  diagnos- 
tic criteria  and,  it  is  to  be  hoped,  successful  treat- 
ment. We  all  know,  however,  that  not  all  diseases 
are  treatable.  The  Committee  does  not  consider 
intervening  unless  the  illness  has  affected  the 
professional  activity  of  the  physician.  An  excep- 
tion is  the  disease  of  chemical  dependency  (alco- 
holism and  drug  addiction),  in  which  case  waiting 
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for  professional  impairment  would  be  compara- 
ble to  waiting  for  cancer  to  metastasize  before 
initiating  treatment.  It  is  characteristic  of 
afflicted  physicians  that  every  area  of  their  lives 
— family,  community  relationships,  and  financial 
affairs  — is  affected  adversely  before  the  profes- 
sional aspects. 

The  Committee  receives  reports  from  any  per- 
son, friend,  family  member,  colleague,  or  patient. 
The  person  reporting  is  guaranteed  confidential- 
ity though  anonymous  reports  are  not  consid- 
ered. After  careful  verification  two  or  more  Com- 
mittee members  visit  the  physician  in  an  attempt 
to  assess  the  problem  and  arrange  treatment  if 
necessary. 

Illnesses  Considered  by  the  Committee 

It  is  useful  to  break  down  the  diseases  considered 
by  the  Committe  into  three  categories.  With 
chemical  dependencies  the  diagnosis  usually  is 
not  difficult  and  treatment  is  encouraged.  If  ther- 
apy is  not  accepted  by  the  patient,  motivation  may 
be  provided  by  impending  action  from  other 
agencies  of  a more  disciplinary  nature,  such  as 
the  Rhode  Island  Board  of  Medical  Review,  hos- 
pital staff  associations,  chiefs  of  service,  the  De- 
partment of  Drug  Enforcement,  and  Depart- 
ment of  Health.  In  this  situation  it  is  the  rare 
patient  who  does  not  agree  to  treatment.  Initial 
therapy  for  chemical  dependency  is  most  often 
on  an  inpatient  basis  although  rarely  outpatient 
treatment  may  be  suggested.  We  have  encoun- 
tered several  physicians  in  solo  practice  who 
might  not  have  been  able  to  take  off  sufficient 
time  — usually  at  least  one  month  — because  of 
lack  of  coverage.  In  these  cases  the  Committee 
arranged  coverage  for  their  practices,  which  was 
without  exception  given  by  colleagues  in  the 
appropriate  specialty  with  no  hesitation  or  ques- 
tions. 

Following  initial  treatment  an  aftercare  agree- 
ment is  signed  to  assure  follow-up  for  a two-year 
minimum.  With  successful  adherence  to  this 
agreement,  which  includes  continuing  therapy 
and,  in  the  case  of  drug  addiction,  random  urine 
specimens,  the  Committee  will  support  reentry 
into  practice.  Reassurance  by  the  Committee  to 
hospitals  and  the  Board  of  Medical  Review  is 
critical.  The  Board  has  agreed  not  to  investigate 
physicians  for  complaints  concerning  illnesses  as 
long  as  the  physician  is  under  an  active  treatment 
program  as  outlined  by  the  Committee.  In  fact, 
the  Board  has  stated  that  it  is  not  necessary  to 
report  physicians  requesting  a leave  of  absence 
from  a hospital  staff  for  treatment  of  chemical 


dependency  if  the  Committee  supervises  the 
treatment. 

The  second  category  involves  behavioral  dis- 
turbances without  evidence  of  drug  or  alcohol 
use.  In  this  situation  the  physician  is  asked  to 
undergo  physical  and  psychiatric  evaluations.  A 
panel  of  distinguished  Rhode  Island  psychiatrists 
serves  as  consultants  to  the  Committee  but  they 
are  not  members  and  provide  no  treatment.  They 
function  to  provide  a consultation  for  the  pur- 
pose of  making  a diagnosis  and  recommending  a 
course  of  treatment.  The  opinion  of  the  consul- 
tants and  that  of  the  physician’s  own  doctor  are 
the  basis  for  the  diagnosis.  Committee  members 
are  not  involved  in  the  diagnostic  evaluation.  In 
the  absence  of  a specific  diagnosis  no  intervention 
is  made  by  the  Committee  on  Impaired  Physi- 
cians although  attention  by  the  Mediation  Com- 
mittee or  some  other  body  may  be  appropriate. 

Finally,  the  question  of  the  possibly  senile 
physician  must  be  considered.  Medical  and 
neurological  evaluation  are  encouraged  to  di- 
agnose the  possible  presence  of  treatable  organic 
disease.  In  the  absence  of  an  organic  dysfunction 
and  to  avoid  evaluations  of  competency,  which 
results  from  various  factors  including  intelli- 
gence, training,  and  continuing  education, 
neuropsychiatric  testing  is  used  to  obtain  objec- 
tive evidence  of  an  organic  brain  syndrome.  The 
tests  are  administered  by  prominent  consultants 
who  again  are  not  Committee  members  and  who 
do  not  provide  treatment.  Only  in  this  instance  is 
the  diagnosis  of  senility  considered.  In  the  abs- 
ence of  a treatable  cause,  the  physician  is  encour- 
aged to  retire  gracefully  to  avoid  the  unpleasant 
publicity  associated  with  malpractice  suits  or  ac- 
tion by  the  Board  of  Medical  Review,  whose  deci- 
sions are  public  by  law. 

The  cost  of  the  evaluations  is  expected  to  be 
paid  by  the  physician.  In  several  cases  where 
funds  were  insufficient,  often  due  to  the  effects 
of  the  disease  itself,  the  county  medical  society  or 
the  hospital  has  assumed  the  costs.  Treatment 
costs  are  the  responsibility  of  the  patient  and 
often  are  covered  by  insurance.  To  date  no  physi- 
cian has  been  denied  a diagnostic  evaluation  or 
treatment  for  lack  of  funds. 

Results 

Forty-three  of  the  physicians  referred  to  the 
Committee  from  mid- 1979  through  October 
1984  demonstrated  sufficient  evidence  of  a prob- 
lem to  warrant  a meeting.  In  eleven  cases  no 
further  action  was  taken  since  no  illness  was 
documented.  For  three  referrals  a character  dis- 
order was  diagnosed  after  appropriate  consulta- 
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tion.  It  was  not  felt  that  therapy  would  be  either 
effective  or  appropriate  and  none  was  offered. 
Of  the  19  physicians  with  chemical  dependency 
who  have  been  confronted  by  the  Committee,  ten 
were  primarily  addicted  to  alcohol,  eight  to 
drugs,  and  one  to  both.  Four  physicians  did  not 
do  well  and  can  be  considered  failures  of  treat- 
ment. One  changed  specialties,  resumed  drink- 
ing after  treatment,  and  is  not  now  in  practice. 
One  left  treatment  and  has  been  lost  to  follow-up. 
One  moved  out  of  state  and  another,  after  com- 
pleting initial  inpatient  treatment,  relapsed,  re- 
fused further  treatment,  and  was  referred  to  the 
Board  of  Medical  Review.  The  other  15  cases 
have  done  well  and  are  in  practice,  some  under  an 
aftercare  agreement  with  the  Committee.  These 
results  are  consistent  with  published  figures  of  a 
85-90  per  cent  recovery  rate  in  physicians  with 
chemical  dependency  who  adhere  to  recom- 
mended treatment  programs.  Those  physicians 
who  have  responded  to  treatment  and  are  now  in 
practice  almost  without  exception  have  been 
grateful  for  and  appreciative  of  the  intervention, 
at  least  in  retrospect  if  not  at  the  time  of  con- 
frontation. 

The  aftercare  agreement  includes  permission 
to  contact  the  impaired  physicians  committee  in 
another  state  if  the  patient  moves.  In  one  case 
careful  monitoring  in  another  state  detected  a 
relapse  and  treatment  was  instituted.  That  doctor 
today  is  well  and  practicing.  The  remaining  ten 
cases  had  a variety  of  problems,  including  organic 
brain  syndrome,  senility,  and  depression. 

Families 

The  families  of  chemically-dependent  persons 
also  are  affected  by  the  disease  and  require  treat- 
ment. These  families  often  are  referred  to  treat- 
ment by  the  treating  physician  and  such  therapy 
is  encouraged  by  the  Committee.  Physicians 
whose  spouses  or  children  are  chemically  depen- 
dent may  be  impaired  by  the  situation  even 
though  not  actively  taking  any  alcohol  or  drugs 
themselves.  The  distress  originates  from  the  ten- 
sion of  the  situation  and  in  some  cases  from  pre- 
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scribing  medication  for  the  relative.  We  have  con- 
fronted one  physician  in  this  situation  and  suc- 
cessfully referred  him  to  Al-Anon,  a support 
group  for  friends  and  relatives  of  alcoholics,  and 
counseling.  His  anxiety  was  markedly  lessened 
and  he  has  been  very  appreciative  of  the  interven- 
tion. As  this  area  is  considerably  neglected,  it 
deserves  more  attention.  The  Committee  on  Im- 
paired Physicians  is  available  for  consultation 
concerning  chemical  dependence  in  relatives  of 
physicians  as  well  as  in  doctors  themselves. 

Legal  Liability  and  Records 

Questions  of  legal  liability  have  been  raised  con- 
cerning the  person  reporting  to  the  Committee. 
Those  reporting  a suspected  illness  in  a physician 
are  not  liable  under  Rhode  Island  law  unless 
malice  can  be  proven.  The  law  specifically  ex- 
empts peer  review  committees,  which  include  the 
Committee  on  Impaired  Physicians,  and  their 
sources.  There  is  no  legal  impediment  to  obtain- 
ing help  for  a physician  in  distress  and  every 
reason  to  proceed. 

The  Committee  is  often  asked  about  records 
which  are  kept  concerning  referrals.  For  those 
cases  in  which  no  diagnosis  is  made,  there  are  no 
records  except  for  a note  of  the  encounter  for 
statistical  purposes.  If  a diagnosis  is  confirmed, 
then  only  a note  documenting  the  recommended 
course  of  treatment  is  made.  Since  Committee 
members  do  not  make  diagnoses  or  perform  any 
treatment,  no  “new”  information  is  generated 
which  is  not  already  a part  of  the  medical  record 
of  the  patient.  Medical  records  are  protected  by 
the  Rhode  Island  confidentiality  statute.  In  fact, 
the  records  of  a peer  review  committee  may  well 
have  more  protection  under  the  law  than  those  of 
the  treating  physician. 

There  is  no  reason  why  any  physician  must 
continue  to  suffer  the  ravages  of  these  diseases. 
They  have  been  ignored  for  too  long  because  of 
their  stigma  and  the  perceived  lack  of  effective 
treatment.  As  the  mechanism  for  treatment  is  in 
place  and  functioning,  it  should  be  used.  This  is  a 
“no  lose”  situation  for  impaired  physicians,  their 
families,  friends,  and  professional  colleagues. 
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Since  we  began  our  Special  Research 
Series  in  mid-1975,its  stocks  have  moved 

Up 1783% 


Oppenheimer’s  Special  Research  Series  emphasizes  smaller 
capitalization  stocks  or  those  that  traditional  Wall  Street  analy- 
sis overlooks  or  misperceives.  The  results  show  that,  since  its 
inception  in  mid-1975,  the  Series  has  done  more  than  23  times 
as  well  on  a weighted  basis  as  the  overall  market  (1783%  vs. 
76%  for  the  S&P  400).  During  the  same  period,  our  Regular 
Recommended  List,  which  tends  to  emphasize  larger  capitali- 
zation companies  that  are  widely  followed,  has  performed 
twice  as  well  as  the  overall  market  (152%  vs.  76%  for  the  S&P). 

Of  course,  not  every  stock  on  each  list  has  performed  well, 
and  past  overall  success  is  no  guarantee  of  future  performance 
or  of  how  any  single  recommendation  fared.  Still,  we  are  proud 
of  our  results  and  would  be  happy  to  send  you  our  latest  Prog- 
ress Report  which  includes  our  Current  Special  Research 
Series  recommendations. 

In  order  to  offer  you  this  outstanding  research  and  the 
other  products  that  this  premier  investment  firm  makes  avail- 
able to  the  sophisticated,  high-income  investor.  Dr.  William  A. 
Landes  has  joined  Oppenheimer  & Co.,  Inc.  As  a former 
practicing  physician,  he  understands  your  investment  needs 
well.  Please  call  him  at  (800)  221-5833  or  (212)  825-3711  or  re- 
spond with  the  attached  business  reply  card. 


Oppenheimer  & Co.Jnc. 

Uncommon  Sense'” 


One  New  York  Plaza 
New  York,  New  York  10004 

Member  SIK' 
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Family-Oriented  Treatment  of  Alcoholism 


Family  Therapy  Offers  Advantages  to  Both  Patient  and  Family  and 
Helps  to  Prevent  Relapses 


Michael  R.  Liepman,  MD 
Ted  D.  Nirenberg,  PhD 
William  T.  White,  RN,  MSN 


The  comprehensive  multidimensional  treatment 
of  alcoholism  has  become  an  accepted  concept 
only  within  the  recent  past.  One  of  the  latest 
innovations  in  alcoholism  treatment  has  been  the 
emergence  of  intensive  family  therapy.  Investiga- 
tors such  as  Ruth  Fox,  who  as  early  as  1968  rec- 
ommended assessing  and  including  the  family  as 
part  of  the  diagnostic  and  treatment  process, 
have  stimulated  a variety  of  approaches  from 
different  theoretical  backgrounds.^  Communica- 
tions theorists,  role  theorists,^'  ^ structuralists,"*’  ^ 
and  strategic  theorists®’  ^ have  presented  im- 
pressive rationales  for  the  empiric  validity  of 
family  alcoholism  treatment.  The  conceptual 
framework  common  to  these  approaches  is  that 
alcoholism  affects  all  persons  within  the  intimate 
social  network  of  the  alcoholic.  In  most  cases,  this 
social  network  consists  of  immediate  family 
members.®  In  situations  where  the  alcoholic  has 
no  active  communication  with  blood  relatives,  it 
generally  is  possible  to  identify  at  least  one  other 
significant  person  who  is  intimately  involved  in 
the  alcoholism. 


Michael  R.  Liepman,  MD,  Clinical  Coordinator,  Alco- 
hol Dependence  Treatment  Program,  Providence  VA 
Medical  Center;  Assistant  Professor  of  Psychiatry 
Human  Behavior,  Brown  University  Program  in 
Medicine. 

Ted  D.  Nirenberg,  PhD,  Chief,  Alcohol  Dependence 
Treatment  Program,  Providence  VA  Medical  Center; 
Assistant  Professor  of  Psychiatry  ^ Human  Behavior, 
Brown  University  Program  in  Medicine. 

William  R.  White,  RN,  MSN,  Head  Nurse,  Alcohol 
Dependence  Treatment  Program,  Providence  VA 
Medical  Center. 


As  the  disorder  develops  and  progresses,  rela- 
tionships between  the  alcoholic  and  others  be- 
come severely  stressed.  Social  interactions  are  in- 
creasingly focused  on  the  drinking,  its  conse- 
quences, and  denial.  The  family,  to  a large  extent, 
is  captured  by  the  influence  of  the  alcoholism. 
The  stability  of  the  family  eventually  becomes  so 
intertwined  with  this  pathologic  condition  that 
recovery  from  a chronically-unhealthy  set  of 
familial  behavior  patterns  may  actually  threaten 
the  continuation  of  the  relationships. 

Family  Functioning  and  Alcoholism 

The  typical  family  suffering  from  alcoholism  is  a 
closely-related  system  consisting  of  persons  who 
have  integrated  the  behavior  of  the  alcoholic  into 
the  routine  of  family  life.  As  the  alcoholic  in- 
sidiously becomes  psychologically  and  socially  de- 
pendent on  alcohol  to  ensure  routine  function- 
ing, the  family  similarly  begins  to  rely  on  the 
predictably  sick  behavior  of  the  alcoholic.  While 
the  interpersonal  costs  of  adapting  to  alcoholism 
are  significant  for  most  family  members,  the 
family  stability  may  be  more  important  than  their 
personal  needs.  As  a result,  the  individual  may 
accept  this  burden  as  the  price  of  keeping  the 
family  intact. 

Wegscheider  has  postulated  that  members  of 
alcoholic  families  assume  specific  stereotyped 
roles  that  are  choreographed  in  a repetitive 
fashion.^  As  an  example,  one  relative  may  play  a 
scapegoat  function,  deflecting  negative  attention 
from  the  alcoholic,  while  another  may  be  overly 
responsible,  attempting  to  solve  any  and  all  fami- 
ly problems.  Family  members  adapt  to  alcoholism 
by  learning  and  acting  out  specific  behavior  that 
becomes  a routine  way  of  life. 

It  is  unfortunate  that,  in  many  cases,  these 
adaptive  responses  actually  encourage  the  alco- 
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holic  to  continue  drinking.  While  relatives  may 
express  their  disgust  with  the  behavior  of  the 
alcoholic  and  its  effect  on  family  life,  they  fre- 
quently “help”  by  posting  bail,  paying  overdue 
liquor  bills,  and  making  excuses  for  drunken 
behavior.^  These  short-term  rescue  measures 
have  been  called  “enabling”  actions.*®’  **  Most 
alcoholics  are  surrounded  by  family  enablers  who 
tolerate  the  continued  avoidance  of  recovery. 
While  the  ultimate  result  of  this  “support”  may  be 
recognized  intuitively  as  being  counterproduc- 
tive, the  enablers  continue  to  hope  that  the  alco- 
holic will  stop  drinking.  Frequently,  when  one 
member  of  the  family  criticizes  the  enabling  be- 
havior as  destructive,  the  others  disagree  and 
force  the  rebellious  member  to  conform.  En- 
trapped by  an  illness  that  controls  their  lives  and 
behavior,  the  enabling  family  members  will  resort 
to  any  behavioral  response  which  seems  to  main- 
tain the  stability  of  the  system. 

The  alcoholic  compulsively  performs  a series 
of  behavior  patterns  involved  in  obtaining  sup- 
plies, drinking,  and  sobering  up.  Similarly,  family 
members  act  out  a set  of  ritualistic  enabling  be- 
haviors which  may  become  so  entrenched  that  the 
relatives  are  often  considered  to  be  as  sick  or 
sicker  than  the  alcoholic.*^  For  some  families  it 
may  be  easier  for  the  alcoholic  to  initiate  and 
maintain  sobriety  than  it  is  for  family  members  to 
change  their  destructive  enabling  responses. 

The  negative  effects  of  parental  alcoholism  on 
children  have  been  well  documented.^’  It 

is  clear  that  children  of  alcoholics  are  especially  at 
risk  for  developing  alcoholism  or  other  chemical 
dependencies.  In  addition  to  their  vulnerability 
to  parental  abuse  and  neglect,  these  children 
often  suffer  from  emotional  and  behavioral 
problems  during  childhood  and  later  life. 
Moreover,  infants  born  to  alcoholic  women  may 
develop  fetal  alcoholism  syndrome  if  the  mother 
drinks  during  pregnancy. 

Individually-Oriented  Alcoholism  Treatment 

Most  alcoholism  treatment  centers  offer  pro- 
grams oriented  toward  the  individual  alcoholic.  A 
recent  study  of  treatment  programs  funded  by 
the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  reveals  that  more  than  90  per  cent 
exclude  family  members  from  participating  in 
any  form  of  therapy. While  the  patient  entering 
a traditional  inpatient  alcoholism  treatment  cen- 
ter initially  may  do  quite  well,  there  is  little  temp- 
tation to  drink  in  the  hospital  and  feelings  can  be 
expressed  freely  in  a supportive  social  setting. 


The  discharge  of  a sober  alcoholic  to  an  un- 
changed family  environment,  however,  often 
precipitates  a crisis.  The  recovering  alcoholic  may 
be  criticized  by  a segment  of  the  social  support 
network  for  a healthy  non-drinking  attitude. 

The  following  examples  demonstrate  this  phe- 
nomenon. A factory  employee,  for  instance,  may 
be  called  a “stick  in  the  mud”  as  a result  of  declin- 
ing invitations  to  join  his  co-workers  for  a beer.  A 
recovering  alcoholic  mother  may  return  home  to 
discover  that  her  1 2-year-old  daughter  will  not  let 
her  resume  housework  and  cooking  because  the 
daughter’s  self-esteem  is  based  on  her  homemak- 
ing skills  rather  than  on  activities  more  appropri- 
ate for  a child  her  age.  The  passive  father  of  five, 
who  used  to  discipline  his  children  during  drink- 
ing episodes,  no  longer  has  this  option  and  be- 
comes depressed  and  unable  to  function  as  a par- 
ent. The  dangers  of  relapsing  into  previous 
drinking  and  behavior  patterns  are  considerable. 

Although  individually-oriented  treatment 
programs  often  provide  patients  with  an  excel- 
lent educational  experience,  families  and  other 
significant  persons  are  ill-prepared  to  respond 
constructively  to  the  patient  during  the  early 
stages  of  recovery.  The  family  may  complain 
openly  about  the  dramatic  change  in  behavior  by 
the  abstinent  individual.  After  tolerating  years  of 
verbal,  and  sometimes  physical,  abuse  for  “being 
a drunk,”  the  recovering  alcoholic  may  return  to 
the  environment  only  to  find  others  responding 
with  ambivalence  or  overt  hostility.  The  members 
of  the  social  network  frequently  harbor  griev- 
ances and  experience  a sense  of  loss  or  anger 
concerning  the  unexpected  change  in  their  own 
roles.  Moreover,  untreated  families,  who  may 
have  no  knowledge  of  the  abstinence  model  of 
recovery,  often  expect  the  alcoholic  to  drink  with- 
out difficulty  after  hospital  discharge. 

For  these  reasons,  many  alcoholics  experience 
a relapse  soon  after  they  return  to  their  home 
environment.  Among  those  who  maintain  sobrie- 
ty, many  suffer  a significant  amount  of  family 
conflict  and  may  distance  themselves  from  pre- 
vious relationships  through  divorce  or  by  devot- 
ing an  excessive  amount  of  time  to  non-family 
activities  in  a way  that  permits  family  members  to 
retain  their  pre-recovery  roles.  This  type  of  absti- 
nence, based  on  unchanged  thinking  patterns, 
has  been  called  the  “dry  drunk  syndrome”  by 
some  recovering  alcoholics. Another  frequent 
side-effect  of  individually-oriented  treatment  is 
the  development  or  reemergence  of  chemical  de- 
pendencies by  another  family  member.  Occa- 
sionally, a drinking  relative  will  be  invited  to 
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move  into  the  recovering  alcoholic’s  home  to 
maintain  the  sick  family  role.  After  concluding 
that  the  side-effects  are  worse  than  the  illness, 
many  recovering  alcoholics  suffer  a relapse  and 
avoid  further  treatment. 

It  is  clear  that  the  lack  of  significant  family 
involvement  in  individually-oriented  treatment 
programs  is  costly.  It  predisposes  alcoholics  and 
their  families  toward  a misunderstanding  of  what 
recovery  from  alcoholism  entails,  and  precludes 
the  development  of  an  optimally-supportive 
family  atmosphere. 

Family  Treatment  of  Alcoholism 

Alcoholism  is  viewed  by  family  alcoholism  ther- 
apists as  an  illness  of  an  intimate  system  of  per- 
sons who  adapt  in  an  unhealthy  way  to  the  abu- 
sive drinking  patterns  of  one  or  more  family 
members.  The  successful  recovery  from  alcohol- 
ism requires  an  approach  which  addresses  the 
treatment  needs  of  the  entire  alcoholic  support 
system.  Because  traditional  alcoholism  treatment 
programs  are  geared  toward  only  one  symptom, 
ie,  the  excessive  drinking  of  one  individual,  the 
effects  of  such  programs  frequently  are  sabo- 
taged by  family  members  who  remain  trapped  by 
their  destructive  behavior  patterns. 

The  family  treatment  approach  involves  par- 
ticipation by  all  family  members  and  other  signifi- 
cant persons  in  the  recovery  process.  The  focus  of 
family  therapy  centers  on  changes  within  the  so- 
cial support  system  and  the  appropriate  handling 
of  significant  family  problems.  The  patient,  fami- 
ly, and  therapist  work  as  a team  to  alter  behavior 
patterns  which  reinforce  the  drinking.  Through- 
out the  process,  families  are  educated  about  the 
medical  and  psychological  consequences  of  alco- 
holism; the  recovery  process;  the  side-effects  of 
recovery,  including  challenges  to  their  former 
roles;  and  the  importance  of  clear  interpersonal 
communication  and  individual  acceptance  of  re- 
sponsibility. While  family  members  participate  as 
change  agents,  they  are  also  responsible  for  ex- 
amining, and,  if  appropriate,  altering  their  own 
behavior. 

The  involvement  of  family  members  and 
others  who  play  an  enabling  role  in  the  continua- 
tion of  drinking  is  critical  to  the  success  of  the 
process.  If  the  therapist  has  an  opportunity  to 
observe  the  family  during  a drinking  episode  as 
well  as  during  abstinence,  it  will  become  apparent 
how  the  alcoholism  benefits  the  family  system. 
Without  active  involvement  by  the  family,  an 
accurate  portrayal  of  these  enabling  behaviors 
will  not  be  clear.  Instead  the  therapist  will  be 


forced  to  rely  on  reports  from  the  alcoholic  con- 
cerning the  familial  responses  to  drinking  and 
abstinence.  Without  a family  assessment,  it  is  dif- 
ficult to  devise  and  execute  a plan  that  effectively 
counteracts  enabling  behavior.  Moreover,  the 
family  members  who  do  not  participate  in  the 
therapeutic  process  miss  an  opportunity  to  have 
their  own  therapy  needs  addressed.  Although  the 
primary  purpose  of  family  alcoholism  treatment 
is  to  promote  continued  abstinence  by  changing 
the  family  system,  this  objective  is  accomplished 
through  personal  growth  and  behavior  change  of 
individual  family  members. 

In  a review  of  the  efficacy  of  family-oriented 
therapy,  Janzen  notes  that  it  is  not  possible  to 
determine  from  current  studies  whether  such 
therapy  is  more  effective  than  other  treatment 
modalities,  given  the  lack  of  scientifically-valid 
criteria  to  validate  the  results.*®  The  available 
data,  however,  demonstrate  a positive  outcome 
for  family  therapy.  Other  studies  have  found  that 
family  therapy  appears  to  offer  advantages  to  the 
index  patient  and  the  family  that  other 
approaches  do  not.^®  One  study,  for  example, 
reports  that  45  per  cent  of  the  patients  participat- 
ing in  couples  groups  maintained  abstinence  af- 
ter six  months  compared  to  a ten  per  cent  rate  for 
the  untreated  waiting  list  group. Other  investi- 
gators have  reported  that  behavioral  exchange 
contracting  and  conjoint  couples  groups  may  be 
effective  with  alcoholic  families.^® 

Because  of  the  lack  of  scientifically-valid  data 
concerning  family  alcoholism  therapy,  a review 
of  family-oriented  treatment  of  drug  abuse  also 
was  performed.  A similar  problem,  however, 
arises  with  the  credibility  of  the  data.  In  a review 
of  published  reports  on  drug  abuse  treatment,  it 
was  found  that  only  20  per  cent  of  the  68  studies 
under  consideration  were  based  on  quantifiable 
outcome  data.^  Comparison  groups  were  utilized 
in  only  six  of  these  studies.  While  conclusive  rec- 
ommendations are  limited  by  poor  research  de- 
sign and  other  methodological  flaws,  several  of 
these  studies  report  that  drug  abusers  also  ben- 
efit from  a familv-oriented  therapeutic  ap- 
proach.^®’ 

Conclusion 

It  is  likely  that  family  participation  in  alcoholism 
rehabilitation  improves  the  prognosis  of  long- 
term recovery  and  offers  an  opportunity  for 
growth  to  other  family  members.  Traditional  in- 
dividually-oriented treatment  modalities  may 
well  trigger  a crisis  as  the  untreated  family  strug- 
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gles  to  modify  or  adjust  to  the  changed  behavior 
of  the  recovering  alcoholic.  The  family’s  failure 
to  accommodate  the  new  behavior  patterns  may 
precipitate  a relapse,  exclusion  of  the  recovering 
alcoholic  from  the  support  system,  or  other 
pathological  changes. While  family  therapy 
appears  to  prevent  such  unfavorable  results, 
additional  studies  are  needed  to  validate  the  suc- 
cess of  this  approach. 
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Overcoming  Barriers  to  identification  and 
Referrai  of  Aicoholics  in  a Generai  Hospitai 
Setting:  One  Approach 


Model  Plan  Provides  for  interdisciplinary  Team  Approach  and 
Integration  of  Services 


Carol  N.  Williams,  PhD 
David  C.  Lewis,  MD 
John  Femino,  MD 
Lorraine  Hall,  RN,  CS 
Kathy  Blackburn-Kilduff 
Ruth  Rosen,  MSW 
Carl  Samella,  CAC 


Intervention  into  drinking  behavior  should  be  an 
integral  part  of  the  treatment  of  patients  hospital- 
ized for  the  acute  or  chronic  medical  complica- 
tions of  excessive  alcohol  use.  Too  often,  howev- 
er, physicians  treat  broken  bones  from  a car  acci- 
dent or  acute  pancreatitis  without  acknowledging 
the  excessive  drinking  that  contributed  to  the 
hospitalization  in  the  first  place. 

The  literature  reveals  the  inordinate  role 
played  by  alcohol  in  the  genesis  of  health  prob- 
lemis.  Alcohol  abuse  accounts  for  an  estimated 
27.2  per  cent  of  the  total  national  expenditures 
for  hospital  care  and  physician  services.*  Accord- 
ing to  a recent  review  of  31  studies,  the  preva- 
lence rates  for  alcoholism  in  hospital  populations 
range  between  nine  and  55  per  cent  for  inpatients 
and  between  five  and  42  per  cent  of  the  ambula- 
tory hospital  population.  Reports  show  a preva- 


lence rate  of  25  to  30  per  cent.^  Other  studies 
indicate  that  alcoholics  have  more  hospital  admis- 
sions and 
mission.^’ 

Fortunately,  aggressive  programs  for  diagnosis 
and  intervention  can  reduce  these  high  utiliza- 
tion rates  dramatically.^  There  have  been  repeat- 
ed recommendations  that  such  programs  be  insti- 
tuted. As  early  as  1944,  a special  committee  of  the 
American  Hospital  Association  recommended 
that  the  primary  point  of  intervention  be  through 
the  general  hospital.®  Public  officials  also  have 
called  for  increased  activity  by  hospitals.  Sheldon 
Zimberg  of  the  New  York  State  Task  Force  on 
Alcohol  and  Joseph  Califano,  Jr.,  former  Secre- 
tary of  the  Department  of  Health,  Education,  and 
Welfare  and  a current  consultant  to  the  governor 
of  New  York,  have  emphasized  the  need  for  in- 


longer  lengths-of-stay  for  each  ad- 
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tegrating  alcoholism  services  into  the  health  care 
system  and  for  developing  intervention  pro- 
grams in  general  hospitals/’®  Proponents  have 
emphasized  the  importance  of  providing  con- 
tinuity of  care  from  detoxification  through  long- 
term rehabilitation.^-  ® Why,  in  the  face  of 
documented  needs  and  the  benefits  of  medical 
intervention  into  alcoholism,  have  hospitals  been 
so  reluctant  to  embrace  this  role? 

In  this  paper  we  describe  some  of  the  barriers 
to  establishing  and  implementing  alcohol  in- 
tervention programs  in  hospital  settings.  We 
offer  general  suggestions  for  overcoming  these 
barriers  and  more  specifically  describe  how  the 
alcohol  team  at  the  Roger  Williams  General  Hos- 
pital has  been  successful  in  doing  so. 

Constraints  to  Alcohol  Intervention  Programs 

Finances  and  image:  Hospital  administrators  and 
governing  boards  understandably  worry  about 
the  cost  of  specific  services  and  whether  or  not 
these  expenses  are  recoverable.  They  are  espe- 
cially concerned  about  the  variability  of  insurance 
reimbursement  which  usually  will  not  pay  for 
ancillary  staff  and  occasionally  will  not  cover  alco- 
hol treatment.  Often,  they  are  reluctant  to  imple- 
ment new  procedures  which  require  additional 
staff,  such  as  counselors.  In  addition  to  financial 
considerations,  hospitals  also  fear  for  their  image 
and  may  be  reluctant  to  be  labeled  as  a place  that 
serves  alcoholics. 

Such  concerns  may  be  countered  directly  by 
providing  the  substantial  available  data  which 
demonstrate  the  efficacy  of  hospital-based  in- 
terventions. Studies  have  indicated  that,  in  the 
long  run,  hospital  and  insurance  costs  are  not 
increased  by  the  inclusion  of  alcohol  treatment.^ 
As  most  alcoholics  already  are  being  treated  in 
community  hospitals  for  medical  and  surgical 
problems,  the  acknowledgment  of  alcoholism  as  a 
health  risk  factor  and  the  appropriate  interven- 
tion by  physicians  should,  rather  than  cause  im- 
age problems  for  a hospital,  increase  its  credibil- 
ity within  the  community. 

Absence  of  diagnostic  routines:  A further  impedi- 
ment to  acceptance  is  the  lack  in  hospital  proce- 
dure of  built-in  diagnostic  routines  for  the  detec- 
tion of  alcoholism.  Many  hospitals  have  no  sys- 
tematic screening  techniques  to  diagnose  alcohol- 
ism until  it  is  blatantly  manifested  as  delirium 
tremens,  cirrhosis  of  the  liver,  or  pancreatitis. 
Diagnostic  procedures  should  include  inquiry  as 
to  drinking  history  and  the  critical  screening  of 
laboratory  tests.  Elevated  liver  function  tests, 
macrocytic  red  cell  indices,  and  hyperuricemia 


are  illustrations  of  laboratory  findings  which  may 
indicate  damage  due  to  excessive  chronic 
drinking.*^*® 

Lack  of  information  and  expertise:  Medical  person- 
nel often  do  not  realize  that  alcoholism  can  be 
treated  successfully,  especially  with  early  inter- 
vention. An  excellent  opportunity  may  be  missed 
to  engage  patients  and  their  families  in  treatment 
for  alcoholism  at  a time  when,  because  of  a medi- 
cal crisis,  they  are  especially  receptive  to  sugges- 
tions for  positive  change.  Physicians  may  feel  un- 
comfortable with  managing  detoxification  and  its 
concurrent  medical  and  surgical  complications. 
Prejudices  may  be  held  against  chronic  disease 
cases,  especially  with  patients  who  are  viewed  as 
unmotivated.  Physicians  may  fear  that  the 
affected  patient  will  become  excessively  depen- 
dent, bothersome,  and  time-consuming  if  the 
problem  of  alcoholism  is  addressed.  This  reluc- 
tance often  is  compounded  by  a lack  of  knowl- 
edge of  the  available  referral  resources  in  the 
community.  Further,  they  may  believe  that  con- 
frontation and  acknowledgment  of  the  drinking 
problem  will  increase  their  responsibility  for  the 
patient.  Moreover,  many  medical  personnel  de- 
velop negative  attitudes  towards  alcoholic  pa- 
tients because  their  only  experience  may  be  lim- 
ited to  acute  phases  of  the  illness,  such  as  intoxica- 
tion or  delirium  tremens. 

Educational  efforts  during  professional  train- 
ing and  in  the  hospital  setting  can  overcome  the 
lack  of  expertise  and  information,  a lack  shared 
by  physicians,  nurses,  and  social  workers. 

Personal  discomfort:  Ambivalent  attitudes  towards 
alcohol,  an  unwillingness  to  scrutinize  personal 
drinking  patterns,  and  their  own  family  histories 
of  alcoholism  are  important  factors  which  con- 
tribute to  the  frustration  of  many  physicians, 
nurses,  and  social  workers  and,  in  turn,  explain 
why  some  medical  personnel  may  have  difficulty 
in  acknowledging  that  alcohol  may  be  a problem 
for  their  patients.  Persons  entering  the  helping 
professions  appear  to  exhibit  a higher  incidence 
of  a family  history  of  alcoholism  than  does  the 
general  population.  Unless  these  family  experi- 
ences have  been  addressed  and  resolved,  hostility 
and  a negative  attitude  toward  alcoholic  patients 
may  well  prevail.  Education  for  medical  profes- 
sionals should  include,  in  addition  to  basic  phys- 
iological information,  discussions  of  personal 
drinking  practices,  attitudes  toward  alcoholics, 
and  alcohol  use  and  abuse. 
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General  Approaches 

Several  approaches  for  achieving  continuity  of 
care  from  the  detoxification  phrase  through 
long-term  rehabilitation  have  been  described  in 
the  literature.  One  plan  proposes  the  initiation  of 
formal  educational  programs  for  hospital  staff 
and  patients.*'^  *®  It  also  has  been  recommended 
that  hospitals  consider  organizing  consultative 
services  which  actively  seek  out  patients  and  en- 
gage them  in  treatment.  Other  hospitals  have 
provided  medical  treatment  in  the  inpatient  set- 
ting and  rehabilitation  services  on  an  outpatient 
basis.®’  Alcoholics  Anonymous  (AA),  hospi- 
tal volunteers,  and  hospital-sponsored  employee 
assistance  programs  also  have  been  described  as 
examples  of  successful  treatment  approaches  and 
as  referral  sources. 

The  Roger  Williams  Approach 

A hospital-based  intervention  program  which  in- 
tegrates these  approaches  has  been  established  at 
Roger  Williams  General  Hospital,  a 250-bed  com- 
munity hospital  in  Providence,  Rhode  Island. 
The  hospital  is  affiliated  with  the  Brown  Uni- 
versity Program  in  Medicine  and  serves  as  a 
teaching  facility  for  medical  students  and  resi- 
dents. Implemented  in  1977,  the  program  cur- 
rently is  integrated  successfully  into  the  overall 
functioning  of  the  hospital.  Its  goals  are  to;  1) 
emphasize  intervention  focused  on  alcoholism,  as 
distinct  from  the  medical  problems  resulting 
from  excessive  drinking;  and  2)  integrate  the 
treatment  of  alcoholism  into  the  mainstream  of 
health  care.  A five-member  interdisciplinary 
team  conducts  the  program  under  the  supervi- 
sion of  a physician  director.  The  A(Alcohol)-team 
consists  of  a physician,  nurse-counselor,  alcohol- 
ism counselor,  social  worker,  and  intake  secre- 
tary. The  organizational  development  is  illus- 
trated in  Figure  1. 

Initially,  a physician  with  expertise  in  alcohol 
and  drug  abuse  was  recruited  to  organize  alcohol- 
ism services  and  to  assemble  and  train  team  mem- 
bers. Because  the  entire  hospital  organization  was 
regarded  as  a potential  constituency  for  the 
fledgling  program,  a series  of  formal  and  infor- 
mal educational  programs  was  held  with  hospital 
trustees,  administrators,  and  all  personnel.  Inter- 
nal personnel  policies  were  changed  by  develop- 
ing a Troubled  Employee  Policy  which  empha- 
sizes rehabilitation  rather  than  dismissal  for 
drinking  problems.  Fhe  team  provided  consulta- 
tive services  aimed  at  increasing  alcoholism 
awareness  among  the  entire  hospital  staff  . Other 
team  activities  were  integrated  through  the  hos- 
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pital  inpatient  and  ambulatory  services,  instead 
of  centralization  in  a separate  detoxification  and 
treatment  unit.  The  physician  alcohol  specialist 
was  initially  consulted  on  all  cases.  Other  team 
members  gradually  gained  credibility  as  consul- 
tants in  their  own  right.  Educational  activities  on 
the  art  of  alcoholism  diagnosis,  intervention,  and 
referral  were  initiated  by  the  team  to  train  stu- 
dents and  residents  in  medicine,  nursing,  and 
social  work. 

Finding  the  patients:  Many  clues  are  available  for 
identifying  possible  alcoholics  within  the  hospital. 
Daily  admission  sheets  are  reviewed  by  the  nurse 
counselor  for  the  following  potential  trouble 
signs;  indications  of  marital  trouble,  divorce,  or 
separation;  unemployment  or  disability  at  an  age 
(between  35-55  years)  when  the  greatest  produc- 
tivity would  be  expected;  an  ethnic  or  cultural 
background  that  condones  the  heavy  use  of 
alcohol;  a pattern  of  repeated  hospitalizations, 
emergency  room  visits,  or  both  for  trauma, 
burns,  gastritis,  and  other  relevant  complaints; 
employment  in  an  occupation  where  drinking  is 
permitted  at  work  or  where  job  activity  is  relative- 
ly unsupervised;  and  frequent  job  changes  or 
“lateral”  promotions. 

Admitting  diagnoses  also  can  signal  alcohol 
problems  when  patients  are  admitted  for  gas- 
trointestinal dysfunctions,  disorders  of  the  liver 
or  pancreas,  or  conditions  associated  with  carci- 
nomas, especially  of  the  mouth,  tongue,  pharynx, 
larynx,  and  esophagus.  Overt  withdrawal  symp- 
toms may  result  in  such  masked  admission  di- 
agnoses as  “new  onset  seizures”  or  “delirium, 
etiology  unknown.”  Laboratory  studies  confirm- 
ing liver  damage,  malnutrition,  electrolyte  dis- 
turbances, increased  uric  acid  or  bilirubin,  and 
macrocytic  anemia  also  may  indicate  chronic  and 
heavy  alcohol  use. 

A combination  of  three  or  four  indications  on 
the  admission  face  sheet  increases  the  index  of 
suspicion  for  alcoholism.  Noteworthy  behavioral 
clues  include  heavy  smoking,  excessive  coffee 
consumption,  or  tolerance  of  sleep  medications 
or  tranquilizers.  In  addition  to  screening  inpa- 
tient admissions  for  these  indications,  the  team 
maintains  close  liaison  with  emergency  room  and 
ambulatory  clinic  staff. 

Operation  of  the  “A-tearn”:  Figure  2 illustrates  the 
procedures  followed  when  a patient  enters  the 
hospital  setting  and  is  suspected  of  having  an 
alcohol  problem.  In  cases  where  alcoholism  is 
confirmed,  the  team  approach  is  nonjudgmental, 
but  persistent.  A team  member  is  on  call  for  the.se 
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Fig  1 . Organizational  Development  of  the  Roger  Williams  General  Hospital  Alcohol  Program 
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consultations  24  hours  a day  on  a rotation  basis. 
The  entire  team  or  individual  members  may 
approach  the  patient  and  family  as  well  as  con- 
tinue to  work  with  the  medical  staff.  While  not  all 
patients  are  receptive  to  discussing  their  drinking 
habits,  less  than  five  per  cent  have  refused  to 
meet  with  a team  member.  Families  and  attend- 
ing physicians  have  been  helpful  in  facilitating 
communication  with  patients  who  deny  their 
problem.  Moreover,  the  widely-publicized  phe- 
nomenon of  denial  is  undermined  by  both  the 
hospital  setting  and  the  crisis  which  caused  the 
admission.  If,  however,  patients  refuse  to  ac- 
knowledge their  problem  or  to  follow  through 
with  therapy,  the  team  member  provides  educa- 
tional literature  and  a card  listing  the  names  of  all 
team  members  and  the  service  telephone  num- 
ber. We  have  found  that  several  initially-resistant 
patients  stopped  drinking  with  no  further  contact 
while  others  later  sought  assistance  from  the 
team. 

If  the  patient  acknowledges  a problem, 
counseling  is  initiated  during  hospitalization. 
The  patient  also  is  given  literature  or  invited  to  a 
film  about  alcoholism  and  referred  to  in-hospital 
AA  meetings.  Family  members  are  also  engaged 
in  treatment  during  the  early  stages  of  the  in- 
tervention. Continuing  treatment  after  discharge 
is  available  either  through  outpatient  services 
provided  by  the  team  or  by  referral  to  rehabilita- 
tion programs  elsewhere  in  the  community.  Fol- 
low-up under  the  Roger  Williams  General  Hos- 
pital program  continues  for  two  years  for  most 
patients. 

Outpatient  services:  Outpatient  services  are  pro- 
vided to  patients  already  identified  within  the 
hospital  and  for  referrals  from  the  community. 
Outpatient  activities  include  group  and  indi- 
vidual therapy  and  disulfiram  (Antabuse®)  ther- 
apy for  selected  patients.  While  appointments  are 
scheduled  daily,  the  entire  team  meets  once  a 
week  in  a separate  clinic  which  is  one  of  the  hos- 
pital’s regular  medical  clinics.  In  this  setting, 
meetings  are  scheduled  with  selected  patients, 
their  families,  and  attending  physicians  to  estab- 
lish and  refine  treatment  plans  with  the  involve- 
ment of  the  entire  professional  staff  from  the 
team. 

Functions  of  Team  Members 

Kxcejjt  for  the  physician  leader,  all  team  mem- 
bers carry  a counseling  caseload.  I he  nurse,  for 
example,  may  be  assigned  to  a case  during  hosjii- 
talization  and  continue  to  follow  the  patient  on  an 


outpatient  basis  after  discharge.  Because  team 
members  have  different  disciplines  and  perspec- 
tives but  share  overlapping  responsibilities,  a 
thoroughly-integrated  case  management  system 
and  coordination  are  required  under  this  pro- 
gram. The  program  director  (an  internist)  is  re- 
sponsible for  clinical  supervision  and  is  assisted 
by  a part-time  psychiatric  consultant.  The  staff 
meets  regularly  to  discuss  patient  management 
issues. 

The  physician:  The  physician  plays  the  leadership 
role  for  the  team  and  is  essential  to  its  acceptance 
and  legitimacy  in  a hospital  setting.  Consultations 
frequently  are  provided  to  other  physicians  who 
themselves  may  be  reluctant  to  manage  an  alco- 
hol-related case.  Through  contact  with  the  team 
leader  and  other  team  members,  attending  physi- 
cians can  learn  how  to  handle  alcohol  cases  from 
detoxification  through  rehabilitation.  The  physi- 
cian leader  also  has  a major  role  in  educating  the 
attending  staff,  residents,  and  medical  students 
through  lectures,  teaching  rounds,  and  regular 
attendance  at  the  morning  reports  by  residents. 

Other  responsibilities  include  administrative 
liaison,  clinical  consultations,  and  coordination  of 
inpatient  treatment  plans  with  the  primary  physi- 
cian, the  team,  and  other  services  such  as  nursing, 
psychiatry,  and  the  chaplaincy.  The  physician 
also  maintains  liaison  with  the  community  and 
serves  as  a medical  consultant  to  several  treat- 
ment centers.  Active  on  the  Impaired  Physicians 
Committee  of  the  Rhode  Island  Medical  Society, 
the  team  leader  is  identified  as  a peer  whom  other 
physicians  or  concerned  persons  can  approach  in 
total  confidentiality  with  their  concerns  about 
alcohol. 

The  nurse-counselor:  The  nurse-counselor  screens 
all  hospital  admission  sheets  on  a daily  basis  for 
the  identification  of  possible  alcohol-related 
problems.  The  second  major  responsibility  is  pro- 
viding consultations  on  nursing  care  and  patient 
management  issues  at  the  request  of  the  attend- 
ing physician  or  floor  nurses.  These  consultative 
services  are  especially  valuable  to  floor  nurses 
who  often  are  the  first  persons  to  identify  a prob- 
lem. Fhe  nurse-counselor  may  also  interview  pa- 
tients, provide  information  about  the  medical 
consequences  of  excessive  alcohol  consumption, 
and  discuss  with  problem  drinkers  the  treatment 
options  available.  In  addition,  the  nurse  jtrovides 
counseling  to  a number  of  outpatients  who  are 
referred  from  community  agencies  to  the  pro- 
gram. 

Fhe  nurse-counselor  also  jjrovides  in-service 
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Fig  2.  A-Team  Intervention  with  Identified  Problem  Drinkers 
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training,  orientation  of  new  nurses,  and  lectures 
at  nursing  schools.  This  educational  activity  is 
intended  to  help  other  nurses  identify  negative 
attitudes  and  experiences  that  may  interfere  with 
effective  patient  care.  The  nurse-counselor,  also 
active  in  community  training  programs,  has  been 
instrumental  in  establishing  an  intervention 
program  for  impaired  nurses. 

The  alcoholism  counselor:  The  role  of  the  certified 
alcoholism  counselor  is  to  provide  direct  alcohol- 
ism treatment,  including  assessment,  evaluation, 
counseling,  and  referral  to  community  resources. 
The  counselor  serves  as  the  primary  resource  for 
introducing  patients  to  AA  or  Al-Anon  meetings, 
both  at  the  hospital  and  elsewhere  in  the  com- 
munity. As  an  important  liaison  between  the  hos- 
pital and  community  treatment  and  self-help 
sources,  the  alcoholism  counselor  makes  fre- 
quent presentations  to  community  groups.  With- 
in the  hospital,  the  counselor  provides  orienta- 
tion sessions  for  new  personnel,  conducts  in- 
service  training,  and  assists  in  the  Troubled  Em- 
ployee Program.  An  outpatient  caseload  of 
clients  also  is  maintained  by  the  counselor  who 
provides  advocacy  services  and  some  family 
counseling. 

The  social  worker:  The  function  of  the  social  work- 
er is  to  provide  a psychosocial  perspective  on  the 
alcohol  problem  and  an  awareness  of  the  larger 
social  system  in  which  the  patient  participates.  As 
the  liaison  between  the  hospital  Social  Services 
Department  and  the  team,  the  social  worker  is 
responsible  for  providing  family  therapy  for  alco- 
holic patients  and  their  families  on  an  inpatient 
and  outpatient  basis.  In-service  training  to  social 
workers  and  other  clinical  staff  at  Roger  Williams 
General  Hospital  and  other  hospitals  and  super- 
vision of  social  work  interns  are  part  of  the  daily 
activities.  In  addition  to  making  presentations  at 
professional  meetings  and  teaching  college-level 
courses,  the  social  worker  is  active  in  community 
advocacy  groups  and  the  development  of  liaison 
with  treatment  resources. 

The  interviewer-secretary:  The  role  of  information 
and  patient  coordination  falls  within  the  domain 
of  the  interviewer-secretary  and  is  crucial  to  the 
functioning  of  the  team.  In  addition  to  secretarial 
and  receptionist  responsibilities,  the  interviewer- 
secretary  must  also  deal  with  clinical  issues.  This 
includes  crisis  intervention  with  patients  and 
family  members  who  either  phone  the  team  for 
assistance  or  walk  in  with  no  scheduled  appoint- 
ment. Because  the  interviewer-secretary  func- 
tions as  an  effective  role  model,  other  hos})ital 


secretaries  and  receptionists  are  more  willing  and 
able  to  respond  to  these  types  of  calls  when  they 
occur. 

The  interviewer-secretary  conducts  the  initial 
intake  interview  for  patients  when  their  first  con- 
tact with  the  hospital  is  through  the  ambulatory 
alcohol  service.  The  need  for  balanced  and  non- 
judgmental  assessments  during  these  first  patient 
encounters  cannot  be  overestimated.  During  the 
intake  interview,  other  community  programs  are 
explained  to  the  patient.  As  referral  to  an  inpa- 
tient alcohol  treatment  facility  or  another  com- 
munity agency  may  be  necessary,  the  interviewer- 
secretary makes  arrangements  for  these  refer- 
rals. A knowledge  of  local  referral  sources  and 
community  agencies  is  an  important  asset. 

Discussion 

Since  its  inception  in  1977,  the  Roger  Williams 
General  Hospital  Alcohol  Program  has  served 
both  the  hospital  and  the  community  at  large. 
The  number  of  inpatient  consultations  has  in- 
creased from  one  a month  before  the  program 
started  to  one  or  two  daily.  The  ambulatory  treat- 
ment service,  which  did  not  exist  before  the  pro- 
gram was  developed,  currently  has  two  referrals  a 
day,  some  directly  from  community  physicians 
and  agencies,  and  approximately  1,000  ambula- 
tory visits  each  year. 

Despite  support  for  the  program  within  the 
hospital,  the  team  must  actively  maintain  pro- 
gram awareness  by  educating  new  and  existing 
staff  and  by  aggressively  seeking  and  identifying 
alcohol  problems.  Because  it  occasionally  would 
be  easier  for  the  clinical  staff  to  abdicate  responsi- 
bility for  alcohol  management  to  the  team,  the 
mutual  involvement  of  team  staff  and  other  clin- 
ical staffs  in  patient  management  must  be  pro- 
moted continuously.  Strong  physician  leadership 
is  required  to  preserve  the  legitimacy  of  the  team 
and  its  impact  upon  other  physicians  and  hospital 
administrators  and  trustees. 

The  strength  of  this  model  lies  in  its  interdisci- 
plinary team  approach  and  the  integration  of 
services  into  the  continuing  operation  of  the  hos- 
pital. Through  consultations,  rounds,  education- 
al programs,  and  by  personal  example,  team 
members  provide  daily  models  for  identifying 
and  managing  alcoholic  patients  lor  physicians, 
nurses,  social  workers,  residents,  interns,  and 
support  staff.  The  effectiveness  of  this  approach 
demonstrates  that  the  institutional  and  personal 
barriers  to  alcoholism  intervention  in  the  general 
hospital  setting  can  be  surmounted. 
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HAVE  YOU  HEARD? 


Ernst  & Whinney,  an  international  accounting 
and  consulting  firm,  recently  announced  its  Clin- 
ical Review  System®,  a microcomputer  software 
product  designed  to  help  hospitals  monitor  uti- 
lization review,  resource  management,  and  ex- 
penditures by  diagnosis-related  group  (DRG) 
category.  Company  officials  claim  that  the  new 
system  facilitates  management  of  resources  by 
closely  scrutinizing  each  length  of  stay. 

The  software  package  includes  a coding 
mechanism  for  automated  ICD-9-CM  encoding. 
ICD-9-CM  codes  are  stored  in  the  system  for 
review  and  future  use.  An  automated  clinical  data 
editor,  which  performs  both  Medicare  encoding 
and  data  quality  reviews,  ensures  the  consistency 
and  completeness  of  the  information.  Also  in- 
cluded is  a DRG  grouper,  which  displays  the 
Medicare  reimbursement  level,  length  of  stay, 
and  outlier  thresholds  for  the  selected  DRG.  By 
displaying  patient  abstract  data,  the  new  system 
produces  a patient  data  base  which  includes  clin- 
ical, diagnostic,  review,  and  discharge  planning 
data. 


• • • 

Hypertelorism,  a discernible  cranial  abnormality, 
may  offer  an  early  diagnostic  criterion  for  neuro- 
fibromatosis, commonly  known  as  the  “Elephant 
Man”  syndrome,  according  to  a report  in  the 
December  1984  Archives  of  Dermatology.  Doc- 
tor Wiete  Westerhoff  of  the  University  of  Am- 
sterdam and  colleagues  observed  hypertelorism 
in  eight  of  34  patients  with  neurofibromatosis. 
The  high  prevalence  (24  per  cent)  suggests  a 
direct  association  with  the  disorder,  the  research- 
ers postulate. 


• • • 

Some  children  with  Down’s  syndrome  are  being 
denied  standard  cardiac  care  as  a result  of  late 
referral,  according  to  a study  in  the  January  1985 
American  Journal  of  Diseases  of  Children.  Doctor 
Henry  M.  Sondheimer  and  colleagues  from  the 
State  University  of  New  \'ork  at  Syracuse  re- 
viewed 36  patients  with  complete  atrioventricular 
canal  defect,  and  f ound  that  eight  f ree  of  Down’s 
syndrome  were  referred  before  one  year  of  age. 
Of  the  28  with  the  disorder,  18  were  referred 
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before  one  year  and  ten  after  one  year.  Of  those 
ten,  half  were  inoperable  because  their  defect 
had  provided  pulmonary  vascular  obstructive 
disease. 

Noting  that  initially  some  of  these  patients  had 
been  evaluated  elsewhere,  the  researchers  pos- 
tulate that  the  parents  may  not  be  allowed  the 
opportunity  to  make  an  appropriate  decision. 
They  conclude,  however,  that  “while  our  data  do 
not  permit  direct  correlations,  they  do  suggest 
that  late  referral  is  an  incorrect  choice  medically.” 

• • • 

Psychiatrists  should  review  the  emotional  atmos- 
phere in  the  home  of  schizophrenic  patients  for 
potential  explanations  of  medication  failures, 
according  to  the  December  1984  issue  of  the  Ar- 
chives of  General  Psychiatry.  Doctor  Christine  E. 
Vaughn,  Prestwick  Hospital,  Manchester,  Eng- 
land, and  researchers  in  Southern  California 
studied  the  homes  of  69  schizophrenic  patients 
and  found  that  criticism  and  overinvolvement 
expressed  by  a key  relative  at  the  time  of  admis- 
sion proved  to  be  the  best  single  predictor  of 
symptomatic  relapse.  “Almost  always,”  the  re- 
searchers noted,  “the  patients  who  had  relapses 
were  unmarried  and  male,  and  had  high  contact 
with  relatives.” 


The  Hewlett  Packard  Company  has  awarded  a 
five-year,  $5-million  grant  of  cash  and  equipment 
to  support  the  New  Pathway  Program  of  Harvard 
Medical  School.  The  program  calls  for  radical 
shifts  in  pedagogical  techniques,  including  a re- 
duction in  the  time  spent  in  large  group  lectures; 
an  emphasis  on  problem-solving  and  indepen- 
dent study;  and  an  expansion  of  subject  matter  to 
include  cost  containment,  statistics,  disease  pre- 
vention and  health  promotion,  patient  psycholo- 
gy, communication  skills,  and  the  effective  use  of 
computers  and  information  management  tech- 
niques. 

Computers  from  the  California-based  com- 
pany will  be  used  to  improve  the  teaching  of  basic 
medical  information;  to  assist  in  developing 
problem-solving  and  clinical  decision-making 
skills;  and  to  record,  store,  and  retrieve  medical 
information.  The  computerized  programs  will 
feature  self-teaching  modules,  biological  simula- 
tions, critical  decision  analysis  programs,  self- 
testing, bibliographic  services,  and  central  data 
base  access.  Essential  components  of  the  New 
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Pathway  Program  include  the  capabilities  for 
electronic  mail,  word  processing,  and  personal 
filing. 

In  his  1984  annual  report.  Harvard  University 
President  Derek  C.  Bok  emphasized  that  the  New 
Pathway  “may  well  turn  out  to  be  Harvard’s  most 
impressive  innovation  of  the  1980s.  Not  only  will 
it  seek  to  alter  what  students  learn,  it  plans  sweep- 
ing innovations  in  the  methods  by  which  they  are 
taught.” 

• • • 

The  US  Food  and  Drug  Administration  recently 
approved  the  marketing  of  a new  device,  Repro 
Med  THD®,  which  has  been  designed  to  improve 
male  fertility.  Developed  by  Doctor  Adrian  W. 
Zorgniotti,  Director,  Department  of  Urology, 
Cabrini  Medical  Center  (New  York)  and  Profes- 
sor of  Clinical  Urology,  New  York  University 
School  of  Medicine,  it  is  intended  for  use  by  males 
who  have  poor  semen  as  a result  of  abnormally 
high  testicular  temperature.  The  device  lowers 
the  temperature,  improves  semen  quality,  and 
makes  pregnancy  possible  in  certain  cases. 

Clinical  trials  demonstrated  that  couples  could 
achieve  a pre-determined  pregnancy  rate  of  50 
per  cent  varying  in  accordance  with  numerical 
value  of  semen  quality.  These  men  were  di- 
agnosed as  having  poor  semen  and  elevated  tes- 
ticular temperature,  and  had  been  trying  for  a 
pregnancy  for  an  average  of  four  years.  The  new 
device  resulted  in  demonstrable  improvement  in 
73  per  cent  of  these  patients.  To  date,  24  babies 
have  been  born  as  a result  of  Repro  Med  THD®. 

Approximately  14  per  cent  of  the  married  cou- 
ples in  the  United  States,  where  the  wife  is  be- 
tween 15  and  44  years  of  age,  want  to  conceive  a 
child  but  are  unable  to  do  so,  according  to  the 
National  Center  for  Health  Statistics. 


The  United  States  Pharmacopeial  Convention, 
Inc.  recently  announced  publication  of  the  fifth 
edition  of  its  newly-revised  and  expanded  USF 
DI,  a comprehensive,  continuously-updated  ref- 
erence of  drug-use  information  for  health  pro- 
fessionals and  patients.  Published  in  a convenient 
two-volume  format,  it  contains  information  on 
virtually  all  drugs  available  in  the  United  States, 
including  such  newly-approved  agents  as  glipi- 
zide, glyburide,  cyclosporine,  nicotine,  and  eto- 
poside. 

The  1985  edition  is  the  result  of  a comprehen- 


Professional  INSTALLMENT  LOANS 

5,000 

^90,000 

Decision  in  24  to  48  Hours! 

Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills, California  91 364 


A WEEK  IN  PARADISE 

Annual  Meeting  — 

Rhode  Island  Chapter 
American  College  of  Surgeons 
April  27-May  4,  1985 

Luxury  Accommodations  at  the  Deluxe 
PARADISE  GRAND  HOTEL 
PARADISE  ISLAND 
NASSAU,  BAHAMAS 

John  R.  Stuart,  MD,  Chairman 

For  information: 

AYLSWORTH  TRAVEL  SERVICE 
34  Fountain  Street 
Providence,  Rhode  Island  02903 
40 1/.33 1-4700  or  331-1300 
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sive  drug  information  system  designed  to  provide 
a data  base  of  unbiased  and  current  drug-use 
information  for  those  who  prescribe,  dispense, 
administer,  or  use  medicines.  Since  its  initial  pub- 
lication in  1980,  USP  DI  has  gained  widespread 
attention  as  a valuable  reference  tool,  represent- 
ing the  consensus  of  hundreds  of  experts  nation- 
wide. The  new  edition  covers  both  prescription 
and  over-the-counter  medications.  While  the  first 
volume.  Drug  Information  for  the  Health  Care  Pro- 
vider, is  specifically  written  for  the  health  profes- 
sional, the  second  volume.  Advice  for  the  Patient, 
presents  the  corresponding  information  in  lay 
language  for  the  consumer.  Included  are  more 
than  500  individual  monographs,  93  of  which  are 
family  groupings  covering  an  additional  500 
agents  or  combinations.  Approximately  5,000 
drug  dosage  forms  and  brands  are  represented. 

USP  DI  has  been  selected  as  the  data  base  for 
the  patient  education  programs  of  the  American 
Medical  Association,  the  National  Association  of 
Retail  Druggists,  the  American  Academy  of 
Family  Physicians,  the  Canadian  Pharmaceutical 
Association,  and  state  pharmacy  associations  in 
eight  states. 

In  a related  action,  the  American  Academy  of 
Family  Physicians  also  announced  an  updated 
consumer  prescription  drug  information  pro- 
gram based  on  the  publication.  Called  Drug  Use 
Education  Tips  (DUET),  the  new  program  is  de- 
signed to  aid  family  physicians  in  educating  their 
patients  about  prescription  medications.  A coop- 
erative effort  between  the  Academy  and  the  Con- 
vention, the  new  DUET  consists  of  sets  of  290 
monograph  abstractions  from  Advice  for  the  Pa- 
tient. The  lay-language  monographs  are  printed 
in  loose-leaf  form,  three-hole  punched,  and 
ready  for  photocopying  for  distribution  to  pa- 
tients. In  addition  to  the  patient  information 
sheets,  the  DUET  system  includes  suggestions  for 
using  the  materials  in  office  practices  and  a poster 
urging  patients  to  “Ask  About  Your  Medicines.” 

Since  1982,  when  the  Academy  introduced  the 
original  DUET  program,  the  organization  has 
been  involved  in  a nationwide  prescription  drug 
information  effort  for  patients.  Responding  to 
suggestions  from  members,  the  AAFP  revised 
and  expanded  DUET. 

• • • 

Youngsters  between  the  ages  of  11  and  16  con- 
victed of  crimes  are  more  likely  than  other  juve- 
niles to  have  reported  medical  problems,  de- 
velopmental language  disabilities,  and  socioeco- 


Butler Receives  Alcoholism  Research  Grant 

The  National  Institute  of  Alcoholism  and  Alco- 
hol Abuse  has  awarded  a $668,132  grant  to  But- 
ler Hospital  in  Providence  to  study  the  effective- 
ness of  different  types  of  outpatient  treatment 
for  alcoholism.  The  four-year  project  will  be 
under  the  direction  of  Doctor  Richard  Longa- 
baugh.  Director  of  Evaluation,  at  the  hospital. 
He  also  serves  as  Professor  of  Psychiatry  and 
Human  Behavior  in  the  Brown  University  Pro- 
gram in  Medicine. 

Specialists  in  the  field  have  long  expressed 
concern  about  the  high  recidivism  rates  of  alco- 
holics treated  in  residential  or  inpatient  settings. 
Follow-up  studies  have  demonstrated  that  only 
20  per  cent  of  these  patients  have  maintained 
continuous  abstinence  after  two  years.  One  of 
the  reasons  for  the  high  relapse  rate.  Doctor 
Longabaugh  postulates,  is  the  inability  thus  far 
of  therapists  and  researchers  to  determine  the 
most  effective  intervention  for  each  of  the  var- 
ious types  of  patients. 

Participants  in  the  study,  officially  known  as 
the  “Environmental  Treatment  of  Alcohol  Abus- 
ers,” have  been  assigned  to  one  of  three  treat- 
ment groups.  While  all  three  will  focus  on  the 
drinking  problem  as  their  initial  priority,  the 
participants  and  the  programs  of  the  various 
groups  will  differ.  The  first  group  consists  of  20 
weekly  meetings  with  the  alcoholic  patients  only 
and  concentrates  on  their  ways  of  handling  alco- 
hol and  the  stresses  of  daily  life.  The  second 
group  participates  in  six  weekly  meetings  with 
patients  only,  followed  by  a 14- week  series  of 
“partner  sessions.”  Included  in  these  meetings 
are  relatives,  friends,  and  other  significant  per- 
sons who  discuss  how  the  patient’s  support  sys- 
tem can  help  in  maintaining  abstinence.  Mem- 
bers of  the  third  group  go  through  a series  of  six 
weekly  meetings  with  patients  only,  ten  “partner 
sessions,”  and  vocational  workshops  intended  to 
strengthen  their  working  and  leisure  skills.  All 
patients  will  be  followed  for  18  months  after 
completion  of  the  group  sessions. 

Approximately  300  persons  are  involved  in 
the  project.  Sixty  per  cent  of  them  have  partici- 
pated in  the  Problem  Drinkers  Program  (PDP)  of 
the  hospital,  the  first  in  the  state  to  offer  alcohol- 
ism treatment  on  a day-hospital  basis  and  the 
first  in  the  US  to  demonstrate  the  efficacy  of  this 
approach. 


nomic  deficits,  according  to  a report  from  The 
Children’s  Hospital  in  Boston.  Writing  in  the 
January  1985  issue  of  xhe  American  Journal  of  Dis- 
eases of  Children,  Doctor  Melvin  D.  Levine  and  his 
colleagues  report  on  a study  of  53  delinquents 
and  an  equal  group  of  matched  control  young- 
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sters.  Among  the  noted  medical  problems  of  the 
delinquent  youth  are:  three  times  the  number  of 
perinatal  problems  and  a conspicuous  occur- 
rence of  head  trauma  serious  enough  to  require 
medical  treatment.  Delays  in  academic  progress 
of  significant  degree  also  were  found.  Most  of  the 
delinquent  children  came  from  broken  families. 

The  researchers  suggest  that  children  who  face 
only  one  of  the  three  major  problems  of  poor 
health,  learning  disabilities,  and  low  family  in- 
come may  possess  enough  resilience  to  avoid  de- 
linquency. They  conclude,  however,  that  chil- 
dren who  have  endured  “poverty,  recurring 
health  problems,  and  inordinate  educational  fail- 
ure may  be  vulnerable  to  delinquency  even  within 
a stable  family.” 


• • • 


Two  new  custom-built  coaches  fully-equipped 
with  Kodak  Ektachem  700®  analyzers  currently 
are  providing  a forum  for  on-site  demonstrations 
to  clinical  chemists,  clinical  pathologists,  medical 
technologists,  and  hospital  administrators.  The 
new  mobile  Ektachem  analyzer  demonstration 
vans  are  owned  and  operated  by  the  Eastman 
Kodak  Company  of  Rochester,  New  York.  The 
primary  purpose  of  the  vans,  according  to  com- 
pany officials,  is  to  provide  health-care  profes- 
sionals with  a convenient  and  time-efficient  way 
to  see  an  Ektachem  700  analyzer  in  operation. 

The  analyzer  is  designed  to  perform  25  dif- 
ferent kinetic  enzyme,  potentiometric,  and  col- 
orimetric clinical  chemistry  tests.  Intended  for 
high-volume  routine  testing  procedures,  it  is  ca- 
pable of  producing  more  than  500  patient  test 
results  an  hour  and  includes  such  options  as  the 
versatile  organization  of  patient  reports,  internal 
diagnostics,  and  calibration  programs.  The  new 
analyzer  also  utilizes  clinical  chemistry  reagent 
slides  that  incorporate  dry  layered-coating  tech- 
nology. The  reagents  needed  to  perform  the  tests 
are  packaged  in  a container  holding  50  individual 
dry  slides,  each  of  which  is  about  the  size  of  a 
postage  stamp,  fhis  dry  process  eliminates  the 
need  for  liquid  reagents  and  can  substantially 
reduce  the  time  spent  in  mixing  reagents. 

Present  plans  call  for  the  MEl)  Vans  to  stop  in 
33  cities  throughout  the  next  three-month  peri- 
od. Additional  stops  are  being  planned  for 
upcoming  months,  fo  schedule  a demonstration, 
call  1-800-828-6344  for  the  name  and  telephone 
number  of  the  Kodak  sales  representative  in  your 
area.  ■ 


INTERNIST  NEEDED 

Opening  for  board  certified/ 
eligible  internist  (M-F)  to  share 
office  with  subsidized  rent  in 
return  for  some  coverage. 
Busy  medical  building  in 
North  Providence  close  to  all 
hospitals.  Metropolitan  area 
with  good  growth  potential  for 
private  practice  with  many  fu- 
ture options,  including  build- 
ing a substantial  practice. 

For  more  information,  please 
call  353-4390 


"WHATS  THAT 
FUNNY  SMELL?” 


THE  KINDS 
OF  DRUGS 
KDSARE 
GETTING 
WTO.Tm~ 


It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Drugs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids.  ■ w / 


PUARMAOSTS  AGMNSl 
DRUG  ABUSE 
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How  to  KEEP  your  Practice  HEALTHY 
Even  when  YOU  are  NOT 


IF  you  were  disabled  by  accident  or 
sickness,  would  your  practice  be  dis- 
abled too? 

The  revenues  of  a professional  office 
depend  on  the  efforts  of  the  doctor 
or  doctors  involved.  If  you  or  one  of 
your  associates  is  disabled  and  can 
not  wr)rk,  the  office’s  income  will  suf- 
fer — income  that’s  needed  to  pay 
overhead  expenses. 

You  can  protect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  level  of  coverage  that 
is  best  for  your  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  for  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 


Endorsed  by  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


The  Administrators  /y 

LESTER  L.  BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


Underwritten  by:  COMMERCIAL  INSURANCE  COMPANY  is  corporate  Place  South,  Piscataway,  NJ  08854.  201'981-4842 
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600 mg  Ibblets 


1 1®M  The  Upiohr  Corr^xjry 
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The  Upjohn  Compony  • Kalannazoo.  Michigan  49001  USA  j-4044  jofKOfv  i<?84 


EMPLOYEES  APPRECIATE 
THE  nVYROLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
MANUEACTURERS 
HANOVER. 


“Savings  Bonds  prO' 
vide  a good  interest 
rate.  Moreover,  the 
payroll  deduction  is 
a convenient  way  to 
save.”  — ^james  F.  Howard 


“With  market-based 
interest  rates,  Savings 
Bonds  are  a secure 
and  competitive  sav- 
ings instrument.” 

— Suzanne  OToole 


“With  a guaranteed 
minimum  of  7.5%, 
there  is  no  risk  to 
principal  and  apprecia- 
tion is  assured.” 

—Mark  Young 


U.S.  Savings  Bonds  now  offer  higher,  variable  interest  rates  and  a guaranteed 
return.  Your  employees  will  appreciate  that.  They’ll  also  appreciate  your  giving 
them  the  easiest,  surest  way  to  save. 

For  more  information,  write  to:  Steven  R.  Mead, 

Executive  Director,  U.S.  Savings  Bonds  Division, 

Department  of  the  Treasury,  Washington,  DC  20226. 


U5.  SAVINGS  BONDsSl.  Paying  BetterThan  Ever 

A public  service  of  this  publication 


COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMAHE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'*’ 

• More  total  sleep  time'  *’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'"*”' 


Cauiion  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  m elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAKE's 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  at:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2,  Kales  A et  al.  Clin  Phar- 
macol Ther  78:356-363.  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781-788.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150.  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27  :355-361. 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326.  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
etal:  Pharmacology  26  A2I -137.  1983. 


DALMANE«  € 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications;  Known  hypersensitivity  to  tluraze- 
pam  HCI.  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction -prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  nsk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  t3reath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  IrK 
Manati,  Puerto  Rico  00701 


DOCUMENTED 
IN  THE  SLEEP 
lABORATORY' 


PROVI 
THE  PATH 
H 


CD 

O 

(/) 

rt 

O 

=J 


a 

OJ 


~n  m 

~i  X 

Q<  n 

3 ZT 
n Qi 
3 
t/)  CQ 
ID 

>■ 

• o 


r3  -*i 
O M" 

c n 

3 fD 
rt 
£ 

Cb 

"< 


FOR  A COAAPLETE  NIGHTS  SLEEP 

DAL/AANEt 

flurozeponri  HCI/Poche 


STANDS  APART 

15-MG/30-MO  CAPSULES 


See  preceding  page  for  references  and  summary  of  product  information. 
Copyright  © 1984  by  Roche  Products  Inc.  All  rights  reserved. 


A hospice  care  patient  at  home  with  a volunteer 
from  Hospice  Care  of  Rhode  Island  — see  page  1 73 
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Would  you  like 
Total  Financial  Control 
of  your  practice? 


Our  systems  feature: 

• Accounts  Receivable  reports  by  doctor,  insurance 
company,  or  patient 

• Automatic  completion  of  all  RI  BC/BS,  AMA,  Federal 
Medicare  forms  & statements 

• Appointment  scheduling 

• Custom-designed  encounter  forms/super  bills 

• Password  protection 

• Paperless  claims  processing  w/BC/BS. 


Our  solutions  include: 

• Two  week  continuous  on-site  training 

• Maintenance  & support 

• Telephone  Hotline 

• Data  entry  of  open  accounts 

• Customization  of  forms 

• All  hardware,  software  & furniture  from  one  place. 
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systems 


THE  QUALITY  COES  IN  BEFORE  THE  NAME  COES  ON 


Call  today  for  a complimentary  comprehensive 
system  analysis  of  your  practice 


i'BY 

ss'STemsR 
SOLlJTIOnS  me 


650  Greenwich  Avenue 
Warwick,  Rl  02886 


732-2913 


Systems  St  Solutions  proudly  announces 
its  latest  computer  installation  at  the  practice  of 

Jorge  Benavides,  MD 
and 

Mohamed  T.  Rajabiun,  MD 

732-2913 
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SOCIETY  OPPOSES  OPTOMETRIC  DRUG  BILL 

During  a March  20  hearing  before  the  RI  House 
Health,  Education,  and  Welfare  Committee, 
representatives  from  the  Society,  RI  Oph- 
thalmological  Society,  Brown  University, 
and  the  RI  Department  of  Health  opposed 
a bill  which  would  permit  optometrists 
to  use  therapeutic  drugs  to  treat  ocular 
disease.  While  optometrists  in  37  states, 
including  Rhode  Island,  may  use  drugs  for 
diagnostic  purposes,  prescription  of  drugs 
is  permitted  only  in  West  Virginia,  North 
Carolina,  and  Oklahoma. 

Testifying  on  behalf  of  the  Society,  Dr 
Milton  W.  Hamolsky,  Physician-in-Chief , 

Dept,  of  Medicine,  Rhode  Island  Hospital, 
and  RIMS  Secretary,  told  the  HEW  Committee 
that  many  ocular  symptoms  may  be  manifes- 
tations of  general  systemic  disease  which 
optometrists  are  not  qualified  to  diagnose. 
Also  speaking  against  the  bill  were  Drs 
H.  Denman  Scott,  Dir.,  RI  Dept,  of  Health; 
Stanley  M.  Aronson,  Univ.  Prof,  of  Medical 
Science,  Brown  University;  Robert  S.L. 

Kinder,  Chief  of  Ophthalmology,  Rhode  Island 
Hospital;  George  Garcia,  Associate  Prof,  of 
of  Ophthalmology,  Harvard  Medical  School; 
and  George  Weinstein,  Prof,  and  Chief 
Ophthalmology,  Univ.  of  W.  Va. 

Committee  action  is  expected  on  the  bill 
in  the  near  future.  A similar  proposal 
was  killed  during  the  1984  legislative 
session. 

The  General  Assembly  will  act  on  more 
than  200  other  health-related  bills  be- 
fore adjourning  in  early  May.  Other  bills 
of  special  interest  to  the  Society  include: 

Confidentiality;  The  Society  opposed  a 
series  of  bills  which  would  erode  the 
existing  statutory  protection  of  medical 
records  in  an  effort  to  facilitate  prose- 
cution of  drunk  drivers. 

Boxing;  Drs  Paul  T.  Welch,  Stanley  M. 
Aronson,  and  Arthur  I.  Geltzer  testified 
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1985  LEGISLATIVE  SESSION  (continued) 


in  favor  of  a bill  which  would  require  all 
boxers  to  undergo  an  ophthalmological  and 
neurological  examination  before  each  bout. 

Seat  belts;  Drs  John  S.  O'Shea  and  Jacek 
Franaszek  supported  two  bills  which  would 
require  seat  belt  use  and  child  restraints. 

Alcohol ; The  Senate  HEW  Committee  heard 
Dr  Louis  Verdado  testify  in  favor  of  le- 
gislation to  ban  "happy  hours." 

Physician  reimbursement;  The  Society  op- 
posed a series  of  bills  introduced  by  Rep 

Alfred  W.  Cardente  (D,  Johnston)  which 
would:  ask  RI  physicians  to  freeze  their 

fees  for  one  year;  require  physicians  to 
post  their  charges  for  "routine  services"; 
mandate  prominent  posting  of  signs  concern- 
ing physicians’  Medicare  assignment  poli- 
cies; require  all  RI  physicians  to  accept 
Medicare  assignment;  call  upon  Congress  to 
mandate  Medicare  assignment  and  enact  na- 
tional health  Insurance;  and  require  anes- 
thesiologists to  inform  their  patients 
prior  to  surgery  how  much  of  their  charges 
will  be  covered  by  insurance. 


9 


Committee  action  on  many  of  these  bills 
is  expected  in  the  near  future.  An  up- 
dated status  report  will  be  included  in 
the  May  Newsletter . 


AMA  ISSUES  SWEEPING  RECOMMENDATIONS 
TO  QUELL  MALPRACTICE  CRISIS 


The  American  Medical  Association  should 
seek  federal  legislation  which  would  pro- 
vide fiscal  and  other  incentives  to  states 
for  enacting  reforms  which  improve  the  sys- 
tem of  distributing  malpractice  awards  and 
restructure  the  current  method  of  resolving 
liability  claims.  This  was  one  of  23  re- 
commendations which  the  AMA  Special  Task 
Force  on  Professional  Liability  and  Insur- 
ance will  make  to  the  House  of  Delegates 
in  June. 


149 


MALPRACTICE  (continued) 


AMA  REPORT  (continued) 


Designed  to  avoid  coercive  federal  intru- 
sion into  a crisis  which  varies  widely 
from  state  to  state,  the  incentive  proposal 
leaves  the  current  fault  system  intact  and 
instead  targets  the  malpractice  awards  sys- 
tem and  the  "costly,  complicated,  and  slow" 
method  of  adjudicating  claims. 

Non-economic  awards  for  pain  and  suffering 
were  singled  out  as  the  principal  culprit 
for  the  "grossly  distorted  settlements" 
characteristic  of  professional  liability 
cases.  Noting  the  non-economic  awards  are 
"impossible  to  ascertain  accurately, 
easily  manipulated  by  emotion,  and  inevi- 
tably subject  to  speculation,"  the  Task 
Force  contends  that  limiting  the  total 
size  of  these  damages  could  save  up  to 
19  per  cent  of  the  costs  associated  with 
litigation. 

Other  proposed  reforms  of  the  award  system 
call  for  the  elimination  of  punitive  dam- 
ages, itemized  verdicts,  establishment  of 
state-operated  funds  to  compensate  injured 
patients  above  a statutorily-defined  fi- 
gure, restructured  contingency  fees  for 
attorneys,  mandatory  reduction  of  awards 
by  the  amount  of  collateral  source  income, 
and  structured  settlements. 

The  last  two  actions  may  well  generate  sub- 
stantial dollar  savings.  According  to  a 
Pennsylvania  Medical  Society  study,  the 
approximate  cost  savings  of  distributing 
awards  over  the  course  of  an  injured  claim- 
ant's lifetime  range  between  7 and  14  per 
cent.  The  Rand  Corporation  has  estimated 
that  elimination  of  the  collateral  source 
rule  would  reduce  litigation  costs  by  up 
to  18  per  cent. 

The  Task  Force  also  made  six  recommenda- 
tions intended  specifically  to  improve 
the  current  method  of  resolving  professional 
liability  claims.  The  current  tort  system 
was  criticized  for  such  inequities  as  fri- 
volous claims,  prolonged  discovery  actions, 
complicated  and  artifical  rules  of  evidence, 
and  courtroom  dramatics  intended  to  influ- 
ence juries.  Noting  that  the  American  Bar 
Association  has  admitted  that  the  "high 
cost  of  litigation  and  the  slow  pace  of 
justice"  have  led  to  widespread  cynicism 
about  lawyers,  the  Task  Force  recommended 
the  following  changes: 


• Create  mandatory  pretrial  screening 
panels . 

• Establish  fair  and  appropriate  standards 
for  expert  witnesses. 

• Change  the  statutes  of  limitation 

• Require  an  affidavit  of  non- involvement . 
Intended  to  eliminate  the  "shotgun"  ap- 
proach in  which  every  provider  remotely 
connected  with  the  injured  party  is  sued. 
This  provision  would  permit  any  defendant 
to  file  an  affidavit  and  request  a hear- 
ing to  be  dropped  from  the  suit. 

• Establish  minimum  standards  for  litiga- 
tion, impose  penalties  for  filing  spuri- 
ous suits,  and  facilitate  the  filing  of 
countersuits  by  physicians. 

In  addition  to  proposing  these  legislative 
reforms,  the  AMA  Task  Force  also  made  de- 
tailed recommendations  concerning  education 
efforts  aimed  toward  the  public,  coordina- 
tion of  a defense  system  comparable  to  the 
plaintiffs  bar,  and  risk  control  programs. 
Two  of  these  recommendations  already  have 
been  implemented.  First,  since  late  1984, 
the  AMA  has  sponsored  a hotline  - 1-800/ 
552-4642  - staffed  by  an  attorney  from  the 
Office  of  the  General  Counsel  for  answering 
malpractice-related  questions  from  physi- 
cians and  their  attorneys.  Second,  in  an 
effort  to  help  state  licensing  boards  iden- 
tify physicians  who  have  lost  their  li- 
censes in  one  state  but  who  remain  licensed- 
elsewhere,  the  AMA  routinely  sends  informa- r 
tion  concerning  licensure  status  to  all 
state  boards.  The  project  has  been  under-  f 
taken  in  cooperation  with  the  Federation 
of  State  Medical  Boards. 


RI  HOUSE  OF  REPRESENTATIVES  TO  CONSIDER 
MALPRACTICE  PROPOSAL 

Rep  Joseph  L.  Casinelli  has  introduced  a 
malpractice  proposal  modeled  after  simi- 
lar legislation  enacted  in  Louisiana 
in  1984.  Briefly,  H 6247  would:  1)  li- 

mit the  personal  liability  of  physicians 
for  malpractice  actions  to  $100,000  for 
any  single  claim;  2)  limit  the  size  of 
awards  to  plaintiffs  to  a maximum  of 
$500,000  plus  the  anticipated  costs  of 
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J TORT  REFORM  (continued) 

'll  their  future  medical  expenses;  and  3)  es- 
: tablish  a patient's  compensation  fund  to 
underwrite  the  difference  between  $100,000 
: and  the  maximiim  cap.  Other  features  of 
the  bill  include  mandatory  pre-trial  screen- 
; ing  panels  or  binding  arbitration  and  eli- 
mination of  the  "ad  damnum"  clause  in 
which  plaintiffs  are  permitted  to  seek  a 
specific  dollar  amount  in  damages. 

Hearings  were  scheduled  before  the  House 
Judiciary  Committee,  chaired  by  Rep  Jeffrey 
Teitz,  in  late  March.  The  May  Newsletter 
will  include  more  information  on  the  bill. 


DUKE  LAW  PROFESSOR  SUGGESTS  ABOLITION 
OF  THE  TORT  SYSTEM 

One  solution  to  the  malpractice  crisis, 
suggested  Duke  University  law  professor 
Clark  C.  Havighurst  at  a recent  Washing^- 
ton,  DC  meeting  sponsored  by  The  Urban 
Institute,  may  be  to  abolish  the  tort 
system  altogether  and  replace  it  with  pri- 
vate contracts  requiring  binding  arbitra- 
tion between  the  provider  and  injured 
party. 

Called  a "leading  exponent  of  a medical 
care  system  based  on  decentralized, 
market-oriented  solutions,"  Havighurst 
told  an  audience  of  more  than  400  lawyers, 
liability  insurance  representatives,  and 
physicians  that  there  are  specific  ways 
in  which  private  health  care  plans,  in- 
dividual hospitals  and  physicians,  and 
consumers  could  adopt  a "different  set 
of  rules"  for  adjudicating  cases  result- 
ing from  malpractice  or  unexpected  out- 
comes. These  include: 

• Changing  the  forum  of  litigation:  Health 
maintenance  organizations  (HMOs)  in  Ca- 
lifornia and  elsewhere  already  require 
binding  arbitration  of  malpractice  claims. 
These  agreements  have  withstood  judicial 
review  as  long  as  the  waiver  is  signed 

at  the  time  of  HMO  enrollment  and  the 
patient  is  informed  of  other  available 
treatment  options,  such  as  traditional 
f ee-f or-service. 

• Altering  the  standard  of  care:  Although 

courts  generally  have  ruled  against  care 
which  deviates  from  the  prevailing  com- 
munity standard,  Havighurst  suggests 
that  HMOs,  for  example,  might  agree 
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to  be  bound  by  the  medical  standards  of 
other  HMOs  rather  than  those  of  the  geo- 
graphic community. 

• Adopting  a no-fault  alternative:  As  a 

substitute  for  patient  rights  under  the 
tort  system,  a provider  or  organized 
health  plan  could  provide  for  automatic 
compensation  for  certain  designated  compen- 
sable events,  comparable  to  the  workers' 
compensation  schedule. 

• Requiring  exculpatory  clauses;  The  most 
extreme  form  of  a private  contract  includes 
an  exculpatory  clause  in  which  the  patient 
waives  the  right  to  litigation.  While  the 
courts  periodically  have  struck  down  such 
clauses,  Havighurst  suggests  that  "a  case 
can  be  made  for  enforcing  them." 

Havighurst  was  one  of  more  than  20  law 
school  professors  and  deans,  attorneys, 
and  physicians  who  reviewed  the  current  cri- 
sis and  suggested  potential  solutions.  The 
Society  was  represented  at  the  February  21-22 
meeting  by  Drs  Paul  J.M.  Healey,  President, 
and  Norman  A.  Baxter,  Executive  Director. 


INVITATIONS  TO  RIMS  ANNUAL  MEETING 
IN  THE  MAIL 

RIMS  members  should  watch  their  incoming 
mail  for  the  invitation  and  registration 
form  for  the  174th  Annual  Meeting  of  the 
Rhode  Island  Medical  Society,  to  be  held 
Wednesday,  May  29,  1985,  at  the  Providence 
Marriott  Hotel. 

The  day's  events  will  start  with  a luncheon 
open  to  all  members,  followed  by  presenta- 
tion of  the  1985  Charles  V.  Chapin  Oration. 
This  year's  Chapin  Orator  will  be  the  edi- 
tor of  the  New  England  Journal  of  Medicine, 
Dr  Arnold  S.  Reiman. 

Dr.  Harrison  L.  Rogers,  incoming  AMA  presi- 
dent, will  address  the  House  of  Delegates 
at  3:30  pm.  The  Presidential  Address  will 
be  presented  by  Dr  Paul  J.M.  Healey  at  the 
annual  meeting  of  the  membership  immediately 
following  the  House  session.  The  day's 
events  will  conclude  with  a reception  and 
gala  banquet. 

Reservations  should  be  returned  to  the  So- 
ciety's offices  by  May  17.  For  additional 
information,  please  call  331-3207. 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


AVOIDING  MALPRACTICE  LITIGATION  P 

Although  many  hospitals  and  clinics  developed  formal  risk  management  programs  in  the  mid-  G 
1970s,  physicians  and  practice  managers  have  been  slower  to  adopt  similar  strategies  for  I 
reducing  the  danger  of  malpractice  suits  resulting  from  outpatient  care.  As  an  increas-  I 
ing  volume  of  potentially  riskier  procedures  and  tests  are  performed  on  an  outpatient  basi  ® 
it  is  likely  that  the  malpractice  crisis,  which  until  the  early  1980s  was  mostly  confined 
to  the  hospital  arena,  will  spill  over  into  office-based  practices.  According  to  the  St 
Paul  Companies,  treatment-related  issues  headed  a list  of  the  ten  leading  allegations  of 
professional  liability  claims  for  1983,  with  diagnostic  errors  following  as  a close  second^ 

E 

The  importance  of  effective  quality  review  programs  was  emphasized  in  a recent  comprehe: 
sive  report  on  professional  liability  published  by  the  American  Medical  Association.  Plan,  j 
already  are  underway  by  the  AMA  to  provide  practical  advice  through  its  publications  and  ^ 
workshops  on  minimizing  liability  exposure  in  office-based  practices.  In  the  interim,  how 
ever,  there  are  steps  which  even  small  groups  and  solo  practitioners  can  initiate  now: 

• Designation  of  an  individual  or  committee  responsible  for  risk  management 

• Identification  of  risks:  The  risk  manager  should  develop  a protocol  for  identifying  ani  ^ 

reporting  potential  malpractice  situations  with  special  attention  to  the  following:  med 
cal  incidents  and  accidents,  procedural  deviations,  including  the  non-performance  of  cu: *  *G 
tomary  procedures,  performance  of  unusual  ones,  and  lack  of  documentation;  informed  con-  ( 
sent  defaults;  and  patient  complaints. 

• Incident  reports:  A standardized  incident  report  should  be  used  for  recording  any  inci- 

dent, as  designated  in  the  protocol,  which  presents  a risk.  Because  the  report  may  be  * 
discoverable  in  legal  proceedings,  it  should  include  only  the  type  of  information  found  | 
in  the  medical  record  with  no  subjective  comments. 

• Corrective  action:  After  analyzing  all  incident  reports  to  determine  a possible  patten 

the  risk  manager  should  initiate  corrective  action.  Random  chart  reviews  also  should  b( 
performed  to  make  certain  that  standard  medical  procedures  have  been  followed. 

I 

The  Medical  Practice  Letter  has  identified  the  following  issues  of  special  concern  that 

should  be  emphasized  in  all  risk  management  programs:  I 

1 

• Provider/patient  relations:  Rude  or  condescending  treatment  by  physicians  and  staff  ha: 

been  cited  as  one  of  the  most  common  triggers  of  malpractice  claims.  It  is  essential 
that  all  staff  members  understand  the  importance  of  sensitivity  and  frankness  in  dealinj 
with  patients  who  have  suffered  from  unexpected  complications  or  are  otherwise  dissatis- 
fied with  their  treatment. 

• Adequate  documentation:  While  this  point  may  seem  obvious,  it  was  found  in  a recent 

study  by  the  Physicians  Insurers  Assn,  of  America  of  obstetrical  malpractice  claims  thai  ^ 
physicians  neglected  to  record  asking  about  maternal  smoking  habits  in  56  per  cent  of  tl  ^ 
cases  and  about  alcohol  consumption  in  65  per  cent.  I 

• Informed  consent:  To  be  valid,  informed  consent  releases  must  contain  two  elements:  1)  | 

Was  the  patient  truly  informed?  Courts  have  ruled  against  informed  consent  releases  ob-  | 
tained  from  persons  of  limited  education  or  understanding;  and  2)  Was  the  consent  pro- 
vided voluntarily?  I 

• Front  office  responsibility:  One  Insurance  executive  has  estimated  that  20-25  per  cent  1 

of  sll  claims  are  initiated  when  an  outstanding  bill  is  sent  to  collection.  No  collec—  1 
tion  actions  should  be  started  without  a thorough  review  of  the  treatment.  New  employeels: 
also  must  be  reminded  of  a cardinal  rule  of  medical  practice — yi2.V2A  oJLtdA  mzcLi(loJi  H.ZC.0^C  ’ 
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Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 

8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’.,..WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANS  rON  STRIilH , CRANSTON,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942-101 1 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery'  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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More  than  400  patients  and  their  families  have  been  served  by  Hospice  Care  of  Rhode  Island,  and  the  number  is  expected 
to  increase  as  a result  of  the  availability  of  Medicare  benefits  for  hospice  care.  Physicians  should  be  aware,  however,  that 
the  Medicare  regulations  significantly  affect  financial  and  clinical  decisions  in  the  management  of  teminally-ill  patients.  See 
page  173. 

Photograph  provided  courtesy  of  Robert  J.  Canny,  Hospice  Care  of  Rhode  Island. 
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Joined 


the 


Ocean 
State 
Master 
Health 
Plan. 


1 was  concerned  about  what  “Health 
(>arc  Competition”  would  do  to  my 
pri\  ate  practice. 

So,  1 looked  into  Ocean  State  Master 
Health  Plan.  In  Rhode  Island  there  are 
over  600  participating  physicians  already 
in  the  plan  and  their  numbers  keep 
growing  because; 

1.  Ocean  State  allows  them  to  keep 
their  patients. 

2.  Ocean  State  was  developed  and  is  run 

Ocean  State  ^ 
Master  Health 

Ocean  State  Master  Health  Plan,  Inc. 
Nobody  Treats  Your  Health  With  So  Much  Care 


by  physicians  who  understand  the 
needs  of  doctors  in  private  practice. 

3.  Ocean  State  is  rational,  reasonable, 

courteous  and  responsive  to  its  par- 
ticipating providers. 

4.  In  less  than  a year  Ocean  State  has 

grown  from  1700  to  over  20,000 
members. 

To  contact  OSMH  caU  273-7050  for 
complete  information.  You’ll  soon  see 
why  so  many  doctors  are  joining. 


339  Eddy  Street,  Providence,  RI  02903  (401 ) 273-7050  or  ToU  Free  1-800-451-5109 
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EDITORIALS 


Health  Care  in  Rhode  Island 


Partially  as  the  result  of  a three-day  “public  affairs 
conference”  held  last  month  by  Brown  University  and 
The  Providence  Journal,  the  issue  of  spiraling 
medical  costs  is  very  much  in  the  public  eye.  It  seems 
especially  appropriate  that  several  papers  in  this  issue  of 
the  Rhode  Island  Medical  Journal  also  focus  on  the 
problem.  Among  the  contributions  is  a reprint  from  the 
Harvard  Business  Review  by  Doctor  Richard  H. 
Egdahl,  who  presented  the  1981  Charles  V.  Chapin 
Oration  on  “The  Containment  of  Health  Care  Costs: 

Our  health  status  is  the  single  most  important 
element  in  our  lives  and  society.  With  good 
health,  the  potential  for  maximum  personal 
growth  and  achievement  is  virtually  unlimited. 
Just  as  they  are  nationally,  health  care  costs  are  a 
major  concern  in  Rhode  Island.  Over  the  years, 
Rhode  Island  has  taken  a number  of  significant 
steps  to  control  these  costs.  While  these  actions 
have  helped  to  relieve  some  of  the  burden,  much 
more  needs  to  be  done  to  assure  that  all  Rhode 
Islanders  have  access  to  needed  health  care  at  a 
reasonable  cost. 

Since  1978  health  care  costs  have  been  growing 
at  an  annual  rate  of  approximately  1 2 per  cent  — 


See  also  page  163 

both  nationally  and  in  Rhode  Island.  More  re- 
cently there  has  been  a moderation  in  the  rate  of 
increase.  Last  year  health  care  costs  rose  approx- 
imately 10  per  cent  nationally;  it  has  been  re- 
ported that  daily  hospital  room  rates  in  Rhode 
Island  have  been  increasing  at  a rate  of  about 
seven  per  cent  over  the  past  two  years. 

At  the  present  time,  we  are  spending  a stagger- 
ing $1  billion  a day  on  health  care  in  the  United 
States  and  substantially  more  than  $1  billion 
annually  in  Rhode  Island.  In  1981,  the  last  year 
for  which  statistics  are  available,  $ 1 .88  billion  was 
spent  on  health  care  in  the  state.  These  expendi- 
tures represent  a per  capita  annual  expenditure 
of  approximately  $1,500  a year. 


A re  there  Alternatives  to  Competition  and  Regulation  ? ” 
Another  analyzes  the  unpact  of  Medicare  reimbursement 
for  hospice  care  from  the  dual  perspective  of  cost  and 
quality. 

We  are  especially  honored  that  Governor  Edward  D. 
DiPrete  has  submitted  the  following  editorial  on  health 
care  costs  and  his  plans  for  focusing  public  attention  on 
this  thorny  problem.  It  was  originally  presented  to  the 
Providence  Surgical  Society  on  Eebruary  12,  1985. 
Editors. 

It  is  obvious  why  so  many  people  are  concerned 
about  health  care  costs.  In  fact,  over  the  last  30 
years  we  have  more  than  doubled  the  proportion 
of  our  national  income  invested  in  health  care. 
During  the  1950s,  we  devoted  about  five  per  cent 
of  our  gross  national  product  to  health  care;  to- 
day that  figure  is  more  than  eleven  per  cent. 
Opinion  surveys  show  that  health  care  costs  are 
the  number  one  issue  today  among  both  physi- 
cians and  lay  groups. 

In  the  past,  Rhode  Island  has  not  stood  still  in 
the  face  of  these  rising  health  care  costs.  In  1968 
we  became  the  second  state  in  the  nation  to  enact 
a certificate-of-need  law.  It  has  been  a major  fac- 
tor in  controlling  hospital  expenditures.  In  addi- 
tion, Rhode  Island  was  one  of  the  first  states  to 
implement  global  hospital  budgeting.  The  “max- 
icap,” which  limits  increases  in  hospital  budgets, 
is  negotiated  each  year  by  the  hospitals  and  the 
major  third-party  payers  in  the  state,  fhe 
prospective  hospital  reimbursement  program 
also  has  been  a significant  factor. 

As  a matter  of  fact,  while  historically  hospital 
costs  in  Rhode  Island,  when  considered  on  both  a 
per  capita  and  per  diem  basis,  have  been  substan- 
tially higher  than  the  national  average,  today  we 
are  pleased  to  report  that  the  average  costs  have 
been  brought  below  the  national  rate. 

In  addition,  the  development  of  health  main- 
tenance organizations  (HMC)s)  has  helped  to 
point  the  way  toward  innovative  methods  for 
controlling  health  care  costs.  It  has  been  shown 
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that  HMO  subscribers  utilize  hospital  services  at 
one  half  the  rate  of  comparable  populations.  We 
are  proud  to  sav  that  Rhode  Island  bad  the  first 
federally-certified  HMO  in  the  nation.  Recently, 
Ocean  State  Master  Health  Plan,  the  state’s 
second  HMO,  has  enjoyed  substantial  growth. 
We  hope  that  the  introduction  of  consumer 
choice  and  prepaid  delivery  systems  will  help  to 
moderate  the  future  increase  in  health  care  costs. 

More  recently,  Rhode  Island  enacted  a certifi- 
cate-of-need  cap  (“concap”)  on  hospital  capital 
expenditures.  This  program  is  one  of  the  first  of 
its  kind  in  the  country,  introducing  the  concept  of 
affordability  into  the  certificate-of-need  pro- 
gram. The  “concap”  will  be  negotiated  annually 
by  the  hospitals  and  major  third-party  payers  in 
Rhode  Island. 

While  Rhode  Island  has  made  laudable  efforts 
to  control  health  care  costs,  we  cannot  rest  on  past 
achievements.  Health  care  cost  control  remains  a 
major  concern.  We  must  guarantee  that  health 
care  remains  af  fordable  for  all  of  our  people.  In 
this  regard,  it  will  be  my  intention  to  give  dear 


focus  to  the  health  care  cost  containment  issue.  I 
intend  to  hold  a major  (iovernor’s  conference  on 
health  care  costs  in  the  near  future.  And  I shall 
solicit  the  assistance  of  organized  business,  labor, 
and  medicine  to  help  in  this  major  undertaking. 
Your  ideas  and  your  commitment  will  be  much 
appreciated  by  this  administration. 

The  medical  malpractice  situation  must  be 
addressed.  Productivity  must  be  increased.  The 
most  ef  fective  and  cost  ef  ficient  services  are  those 
that  most  appropriately  meet  the  need  of  the 
individual  patient  at  any  time.  A caref  ul,  planned 
approach  to  the  deployment  of  medical  technolo- 
gy throughout  the  state  must  be  adopted.  Finally, 
we  must  strive  to  hold  hospital  cost  increases  to  a 
rate  of  increase  that  is  more  reflective  of  the 
general  economic  situation. 

These  are  just  some  of  my  basic  concerns  with 
respect  to  health  care  in  Rhode  Island.  I look 
forward  to  working  with  all  of  you  in  the  future  to 
address  these  concerns.  And  I appreciate  the  in- 
vitation to  present  my  views. 


Edward  D.  DiPrete 
C'.overnor 

State  of  Rhode  Island 

and  Providence  Plantations 
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No  Quick  Fix 


The  Urban  Institute,  a scientific  and  educational 
organization  in  Washington,  DC,  recently  spon- 
sored one  of  the  most  exciting  meetings  I have 
attended  on  any  subject.  More  than  400  lawyers, 
legislators,  physicians,  and  policymakers  packed 
the  meeting  room  to  hear  a group  of  distin- 
guished experts  grapple  with  the  question, 
“Medical  Malpractice:  Can  the  Private  Sector 
Find  Relief?” 

The  two-day  program  was  noteworthy  for  two 
reasons.  First,  the  Urban  Institute  — called  “the 
national  think  tank”  by  some  — issues  policy 
statements  which  frequently  emerge  as  legisla- 
tion on  a host  of  social  and  economic  problems. 
As  a result,  there  is  hope  that  the  impact  of  this 
two-day  meeting  will  reach  far  beyond  those 
physically  present.  Funded  by  126  prestigious 
foundations  (including  the  Rhode  Island  Foun- 
dation) and  corporate  giants,  the  Institute  has 
published  recommendations  on  a broad  range  of 
educational,  economic,  and  social  problems 
which  have  found  their  way  into  legislation. 

Second,  among  the  speakers  were  law  school 
professors  and  deans,  attorneys  specializing  in 
medical  malpractice  litigation.  Congressional 
representatives,  and  a few  practicing  doctors. 
While  some  may  well  question  the  credibility  of 
such  a group,  we  found  that  the  faculty  added  a 
badly  needed  breath  of  fresh  air  to  one  of  the 
thorniest  problems  facing  physicians  today.  Un- 
like those  of  us  on  the  firing  line,  the  panelists 
were  not  entangled  in  the  emotional,  financial, 
and  professional  factors  which  have  become  the 
burden  of  many  physicians. 

Is  there  a problem?  Definitely,  say  the  experts. 
Has  it  reached  crisis  proportions?  \'es.  The  pres- 
ent situation  was  seen  as  a continuation  of  prob- 
lems which  started  to  surface  more  than  ten  years 
ago  when  malpractice  coverage  for  many  was  not 
available  at  any  price.  The  crisis  of  availability  has 
erupted  into  a crisis  of  affordability,  and  high- 
risk  physicians  in  New  \’ork  and  elsewhere  are 
facing  annual  premiums  of  more  than  S 1 ()(),()()(). 

What  are  the  prospects  for  reform?  Is  there 
any  relief  on  the  horizon?  Bv  now  it  is  obvious 


that  there  is  no  quick  fix.  Any  fire  which  has 
smoldered  for  more  than  a decade  is  going  to 
require  more  than  a passing  bucket  of  water  to 
extinguish  its  embers.  New  players  are  entering 
the  arena,  however,  and  their  fresh  perspectives 
may  add  a new  way  of  considering  reform  moves 
which  previously  have  failed.  Because  of  the  re- 
ported impact  of  the  crisis  on  the  costs  of  medical 
care,  it  has  become  a societal  issue  rather  than  the 
isolated  problem  of  a select  group.  Congress  is 
attempting  to  get  a handle  on  malpractice  as  a 
means  of  reducing  the  skyrocketing  costs  of  “de- 
fensive medicine.”  Rep.  Henson  Moore  (D, 
Louisiana)  has  reintroduced  his  proposal  to 
establish  a no-fault  approach  to  medical  malprac- 
tice litigation.  Other  potential  changes  in  the  legal 
system,  such  as  tort  reform,  revisions  in  the  con- 
tract law,  and  “agreements  reallocating  rights 
and  responsibilities”  in  which  patients  essentially 
waive  their  right  to  sue,  are  under  active  consid- 
eration by  Clark  C.  Havinghurst  of  the  Duke 
University  Law  School  and  Jeffrey  O'Connell,  the 
University  of  \4rginia  law  professor  who  created 
no-fault  automobile  insurance.  Many  health 
maintenance  organizations  have  followed  the 
lead  of  Kaiser  Permanente,  which  for  years  has 
required  its  subscribers  to  sign  a waiver  of  liabil- 
ity. The  waiver  concept  also  has  withstood  court 
challenges  in  California. 

In  the  last  analysis,  however,  physicians  them- 
selves cannot  relinquish  their  own  responsibilities 
in  the  daily  practice  of  medicine.  By  following 
some  established  risk  management  techniques, 
we  must  be  aware  of  the  areas  of  high  exposure. 
While  it  should  not  be  necessarv  to  point  out  the 
obvious,  attention  must  be  paid  to  some  “simple” 
things,  such  as  spending  time  with  patients  and 
families  and  making  certain  that  our  office  staff 
treats  jjatients  with  respect  and  courtesy  — in 
other  words,  the  art  of  caring. 

While  all  this  is  going  on,  the  joint  Underwrit- 
ing Association  is  exjjected  to  seek  another  sub- 
stantial increase  later  this  year,  and  it  is  small 
wonder  that  we  ask  “is  there  anv  relief-'” 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services  * * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area; 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTAmi:  X-RAY  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence.  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Should  We  Shrink  the  Health  Care  System? 


Efforts  to  Reduce  the  Costs  of  Medical  Care  Will  Not  Succeed 
Until  the  Number  of  Hospital  Beds  and  Providers  Is  Reduced 


Richard  H.  Egdahl,  MD 


Corporate  health  benefit  costs  continue  to 
accelerate  faster  than  other  production  costs. 
During  the  past  few  years,  industry  has  redou- 
bled its  efforts  to  manage  health  care  costs.  Sever- 
al factors  make  this  difficult,  including  benefit 
plan  incentives,  a surplus  of  some  physician  spe- 
cialists, hospital  overbedding  in  some  areas,  a 
predominantly  cost-based  reimbursement  system 
that  does  not  encourage  efficiency,  the  American 
public’s  great  appetite  for  a wide  range  of  rapidly 
accessible  health  services,  and  continually 
advancing  and  increasingly  expensive  medical 
technology  directed  toward  better  and  more  con- 
venient patient  care. 

Industry’s  approaches  to  health  cost  manage- 
ment have  gone  in  several  directions,  including 
support  for  external  regulatory  and  health  plan- 
ning initiatives  such  as  rate  setting  and  capital 
expenditure  constraints.  Employers  also  have  en- 
couraged more  competition  among  providers 
through  support  for  alternative  delivery  systems 
like  health  maintenance  organizations.  Internal- 
ly, companies  have  redesigned  medical  plans  to 
include  incentives  to  reduce  use  of  medical  ser- 
vices, such  as  copayments,  deductibles,  and  less 
comprehensive  coverage. 


Reprinted  by  permission  of  The  Harvard  Business  Review.  Cjopy- 
right  1984  by  the  President  and  Fellows  of  Harvard  College.  .All 
rights  reserved. 


Richard  H.  Egdahl,  MD,  Director,  Boston  University 
Medical  Center;  and  Director,  Boston  University  Cen- 
ter for  Industry  and  Health  Care,  Boston,  Mas- 
sachusetts. Doctor  Egdahl  presented  the  1981  Charles 
V.  Chapin  Oration  on  the  topic,  "The  Containment  of 
Health  Care  Costs:  Are  There  Alternatives  to  Regula- 
tion and  Competition^”  This  paper  originally  appeared 
in  The  Harvard  Business  Rewtw,  January lEebru- 
ary  1984. 


Current  Programs 

Many  individual  cost-management  programs,  in- 
cluding second  surgical  opinions,  increased  use 
of  ambulatory  surgical  sites,  bonuses  to  em- 
ployees for  not  using  health  benefits,  and  analysis 
and  negotiation  of  large  and  potentially  excessive 
insurance  claims  have  their  advocates.  Such  pro- 
grams, and  many  more,  are  touted  as  cost- 
management  techniques  to  be  exploited.  Exter- 
nally, many  coalitions  of  local  employers  have 
evolved  with  the  goal  of  setting  up  community- 
wide programs  for  health  cost  management. 
Some  coalitions  have  included  providers,  while 
others  have  maintained  a strictly  business  mem- 
bership. Coalitions  have  varied  widely  in  their 
approach  to  the  health  cost  problem. 

\Iost  of  these  cost-management  approaches 
will  fail  in  their  long-term  goal  of  overall  com- 
munity-wide containment  because  they  do  not 
decrease  the  capacity  of  the  health  care  system, 
especially  the  number  of  hospital  beds.  It  is  not 
enough  to  reduce  use  of  the  health  care  system. 
The  costs,  both  fixed  and  variable,  associated 
with  unused  capacity  must  be  removed  from  the 
system  rather  than  built  into  the  price  of  the 
remaining  services  delivered.  Let  us  consider 
several  examples  of  cost-management  programs 
that  appear  to  result  in  savings  btit  actually  do 
not,  at  least  for  the  community  as  a whole. 

It  has  been  clearly  demonstrated  that  between 
20  and  40  per  cent  of  the  surgical  procedures 
traditionally  performed  in  hospitals  can  be  done 
safely  in  facilities  separate  from  the  hospital  at 
less  than  half  the  cost  of  the  hospital  procedure.' 
Logic  calls  for  a corporation  to  encourage  em- 
ployees to  use  ambulatory  surgical  facilities 
where  available  and  when  medically  aj^propriate. 
If  a high  proportion  of  its  employees  and  depen- 
dents use  the  ambulatory  ojjtion,  surgical  benefit 
costs  should  decline  for  that  corporation. 
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However,  there  is  considerable  variability  in 
the  use  of  elective  surgery.  In  many  metropolitan 
communities,  not  only  is  there  a surplus  of 
surgeon  specialists,  but  that  surplus  is  growing. 
Studies  have  established  a rough  correlation  be- 
tween the  number  of  surgeons  in  an  area  and  the 
number  of  surgical  procedures  performed. “ 
There  is  a wide  range  of  medically  acceptable 
practice  alternatives  for  many  common  condi- 
tions, including  both  surgical  and  noninvasive 
options.  Despite  the  increase  in  ambulatory 
surgery  in  the  United  States  in  the  past  decade, 
the  rate  of  hospital  operations  also  have  increased 
on  a per  capita  basis,  adding  to  the  total  volume  of 
procedures.^  Competition  among  physicians  has 
led  to  the  introduction  of  marketing  techniques, 
including  advertisiitg,  which  may  have  increased 
the  public’s  desire  for  elective  surgery. 

What  all  this  means  is  that  the  savings  from 
carrying  out  ambulatory  surgery  must  depend  on 
some  kind  of  overall  community  agreement 
about  limiting  total  surgical  volume,  and  that 
agreement  simply  does  not  exist.  Many  hospitals 
that  have  estabished  outpatient  surgical  pro- 
grams have  not  decreased  inpatient  surgical 
capacity.  Net  increases  in  surgical  volume  and 
overall  expense  have  often  been  the  result. 

Another  example  of  a cost-management  pro- 
gram that  does  not  by  itself  result  in  savings  re- 
lates to  the  discovery  by  corporations  that  in  some 
geographic  areas  their  employees  and  families 
are  hospitalized  more  often  and  for  longer  stays 
than  others.  As  a result,  many  corporations  are 
reviewing  hospital  stays  with  the  objective  of 
attempting  to  reduce  inappropriate  admissions 
or  unneeded  days  of  hospitalization  for  many 
routine  medical  and  surgical  cases.  But  a decrease 
in  hospital  occupancy  through  shortened  lengths 
of  stay  generally  means  elimination  of  less  ser- 
vice-intensive days  a the  end  of  the  stay.  This 
raises  the  average  cost  per  hospital  day  and  frees 
hospital  capacity  for  other  patients.  Thus,  while  a 
company  may  reduce  its  costs  for  a particular 
patient  reviewed,  unless  there  is  programmed 
shrinkage  of  hospital  capacity  and  related  staff- 
ing costs,  there  will  be  no  system  savings  and 
probably  a cost  increase  for  the  community. 

As  a third  example,  many  laboratory  tests  are 
valueless  in  improving  patient  outcome,  and 
pressures  are  mounting  to  decrease  their  routine 
use."^  But  simply  decreasing  the  number  of  tests 
ordered,  without  reducing  laboratory  staff  and 
equipment  purchases,  will  not  result  in  savings. 

Corporations  have  rarely  attacked  the  health 
cost  problem  with  initiatives  that  directly  shrink 


Guidelines  for  Action 

1.  Encourage  the  analysis  of  medical  practice 
patterns,  using  claims  forms  and  hospital  dis- 
charge data,  and  the  development  of  pro- 
grams designed  to  enhance  efficiency  and 
effectiveness  of  medical  practice. 

2.  Develop  health  benefits  packages  and  pay- 
ment mechanisms  that  encourage  consumer 
discretion  in  the  use  of  their  health  benefits 
without  discouraging  needed  care. 

3.  Work  with  groups  dedicated  to  managing 
costs  by  focusing  on  community  health  system 
changes  that  contain  costs  and  preserve  a 
minimum  level  of  care  for  all. 

4.  Participate  in  discussions  with  patients  and 
health  providers  faced  with  the  hard  choices 
involved  in  rationing  decisions,  and  support 
fair  and  equitable  consensus  positions  on 
these  difficult  issues. 

5.  Assist  in  the  definition  of  a minimum  set  of 

health  services  that  must  be  available  to  all 
citizens  regardless  of  ability  to  pay,  in  contrast 
to  those  services  that  are  discretionary  and 
can  be  thought  of  as  “consumer  items,”  which 
compete  with  housing,  food,  and  other  staple  \ 

products  that  have  both  “essential”  and  “dis-  ' 

cretionary”  components.  I 

6.  Support  analyses  of  appropriate  numbers  of  ■ 

physicians  for  estimated  clinical  workloads  j 

and  encourage  the  application  of  those  analy- 
ses to  redirect  medical  student  and  house 

officer  educational  programs  and  to  award 
hospital  privileges  on  the  basis  of  community 
need. 

7.  Sponsor  an  evaluation  process  for  new  tech- 

nology that  would  lead  to  consensus  about  the 
potential  value  of  a new  diagnostic  or  treat-  ' 

ment  component  before  it  becomes  routinely 
reimbursed. 


the  health  care  delivery  system.  In  the  summer  of 
1982,  however,  the  Massachusetts  Business 
Roundtable  spearheaded  the  development  of 
legislation  to  fix  hospital  revenues  from  all 
payers.  The  resulting  law  (Chapter  372),  sup- 
ported by  business,  insurers,  the  state  govern- 
ment, the  Massachusetts  Medical  Society,  and 
most  reluctantly,  the  Massachusetts  Hospital 
Association,  fixed  hospital  expense  budgets  at 
levels  that  created  hospital  layoffs,  forced  mainte- 
nance to  be  deferred,  and  caused  new  hospital 
programs  to  be  reduced. 

By  the  end  of  the  first  year  under  Chapter  372, 
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hospitals  in  Massachusetts  had  3,000  fewer  em- 
ployees. Each  year  that  the  state  rate  setting  con- 
tinues as  currently  structured,  allowable  inflation 
factors  for  each  payer  will  be  lower  than  real 
inflation.  Massachusetts  corporations  and  the  in- 
surance industry  strongly  supported  the  bill  be- 
cause it  reduced  the  rate  of  cost  increases,  dis- 
couraged shifting  of  unrecovered  costs  from  one 
payer  to  another,  and  increased  the  relative  pay- 
ment levels  of  both  Medicare  and  Medicaid. 

Chapter  372  was  based  on  the  fact  that  Mas- 
sachusetts hospitals  have  substantially  higher 
average  costs  than  the  national  average.  It  does 
not  directly  control  several  critical  factors  in 
health  care  costs,  including  physician  fees,  num- 
ber of  patient  visits,  number  of  practicing  physi- 
cians, or  number  of  hospital  beds.  The  assump- 
tion behind  the  legislation  was  that  one  major 
component  of  the  “fat”  in  local  hospital  budgets 
was  unneeded  nurses,  administrators,  and  other 
hospital  staff.  Advocates  believed  that  by  reduc- 
ing staffing  levels  through  layoffs  and  attrition, 
costs  could  be  eliminated  from  the  system  without 
sacrificing  quality.  The  bill  provides  financial  in- 
centives to  hospitals  to  reduce  use;  they  can  do 
well  under  its  provisions,  however,  only  by  also 
eliminating  the  underlying  costs  associated  with 
use  reductions. 

A different  but  equally  controversial  cost- 
containment  measure  was  passed  by  the  Califor- 
nia legislature  in  1982.^  Laws  AB-799  and  AB- 
3480  permit  the  state,  as  well  as  private  insurance 
companies,  to  contract  both  with  hospitals  and 
with  doctors  in  a competitive  bidding  process. 
Providers  are  legally  banned  from  discussing 
their  rates  with  one  another.  Although  the  state 
supported  this  program  to  cut  down  Medi-Cal 
expenses  and  to  help  balance  its  budget,  the  Cali- 
fornia business  community  seized  the  opportu- 
nity to  offer  the  advantages  of  price  competition 
to  their  employees. 

Whereas  Chapter  372  in  Massachusetts  works 
to  shrink  the  system  by  containing  growth  in  all 
hospital  expense  budgets,  the  California  law 
seeks  to  put  maximal  pressure  on  high-cost  op- 
erations. The  San  Diego  business  community  is 
particularly  active  in  support  of  preferred  pro- 
vider organizations  in  which  contracts  are  given 
to  hospitals  and  doctors  that  offer  price  discounts 
and  agree  to  use  controls.  Employees  who  are 
patients  are  free  to  use  more  expensive  provid- 
ers, but  must  pay  the  extra  expenses  themselves. 

A fundamental  difference  between  the  Mas- 
sachusetts and  (California  laws  is  that  the  former 
makes  it  difficidt  for  providers  to  cost-shift. 


thereby  encouraging  one  health  care  system.  The 
California  law  encourages  a two-tier  system,  one 
that  serves  an  underfinanced  Medi-Cal  popula- 
tion and  another  for  people  who  have  workplace 
health  benefits  or  can  afford  to  pay  by  them- 
selves. 

Forces  Fueling  Costs 

There  is  no  quick  or  easy  fix  to  reduce  the  health 
care  system.  The  first  step  will  be  to  accelerate  the 
movement  away  from  cost-based  reimbursement 
to  a form  of  health  services  payment  that  pro- 
vides for  consumer  cost-sharing  and  price  com- 
petition. An  additional  hurdle  for  cost  contain- 
ment is  that  a flawed  “market”  for  health  services 
has  physicians  who  order  services  for  the  pa- 
tients, thus  making  it  more  difficult  for  patients 
to  shop  for  lower  cost  but  adequate  care. 

But  if  industry  and  government  do  succeed  in 
holding  health  benefit  increases  to  approximate- 
ly the  rate  of  inflation,  it  will  be  at  the  expense  of 
structural  changes  in  America’s  health  care  sys- 
tem. Without  shrinking  hospital  capacity  and  re- 
lated components  of  the  delivery  system,  there  is 
no  way  to  meet  health  care  cost-management 
targets  in  the  face  of  new  technologies,  regional 
excesses  in  the  number  of  hospital  beds  and  doc- 
tor specialists,  and  the  public’s  desire  for  immedi- 
ate access  to  a wide  range  of  medical  services, 
both  critical  and  elective. 

Although  some  new  technologies  result  in  cost 
savings,  most  represent  very  expensive  advances 
in  medical  care,  often  with  the  potential  to  save 
lives.  For  example,  estimates  of  the  costs  of  a liver 
transplant  range  from  $60,000  to  $250,000.  Dif- 
ficult discussions  are  taking  place  across  the  coun- 
try as  major  medical  centers  debate  development 
of  liver,  heart,  small  bowel,  and  other  transplant 
programs.  Artificial  heart  implantation  experi- 
ments indicate  this  technology  may  be  ready  for 
wide-spread  distribution  in  a few  years.  The 
pump,  power  supply,  hospital,  and  physician  bills 
could  total  between  $50,000  and  $200,000.  An 
estimated  20,000  to  50,000  patients  per  year 
would  be  candidates  for  this  procedure.  In 
radiology,  nuclear  magnetic  resonance  machines 
represent  a new  era  in  diagnostic  imaging,  but  at 
great  cost.  Machines  now  in  production  cost  from 
a half  million  to  several  million  dollars.  And  test- 
tube  fertilization  of  human  eggs,  allowing  child- 
less couples  to  have  children  for  the  first  time, 
costs  between  $2,500  and  $5,000  per  procedure. 
Estimates  of  the  jjotential  cost  of  widesj)read  use 
of  this  one  program  range  from  $7.5  million  to 
$35  million  per  year. 
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These  technologies  are  only  a fraction  of  those 
being  developed  that  will  become  attractive  to  an 
American  public  wanting  the  latest  in  medical 
advances.  Greater  emphasis  on  cost  containment 
will  undoubtedly  force  new  and  agonizing  discus- 
sions about  limiting  the  growth  and  availability  of 
new  medical  technology. 

A second  factor  making  it  difficult  to  contain 
health  costs  is  regional  excesses  in  both  bed  capac- 
ity and  physician  specialists  in  some  areas.  Each 
specialist  naturally  attempts  to  generate  enough 
cases  to  maintain  professional  competence  and 
achieve  a target  income.  Great  variability  exists  in 
the  use  of  health  services,  depending  on  their 
availability,  which  creates  a conflict  between  soci- 
ety’s cost-containment  objectives  and  physicians’ 
needs  for  patients  and  income. 

As  a former  chief  of  surgery  who  has  trained 
many  residents,  I have  had  many  phone  calls 
from  former  trainees  about  problem  cases.  In  the 
past  few  years  some  of  the  conversations  have 
challenged  me  about  training  programs  that  con- 
tinue to  turn  out  more  surgeons  than  are  needed. 
Some  former  residents  have  told  me  they  are 
doing  less  than  the  critical  number  of  surgical 
cases  they  feel  are  necessary  to  maintain  their 
competence.  In  addition,  they  worry  about  being 
tempted  to  carry  out  elective  surgery  in  cases 
where  there  is  a wide  range  of  acceptable  profes- 
sional judgment.  Some  of  them  are  doing  family 
practice,  for  which  they  were  not  trained. 

In  a field  with  a wide  range  of  practice  styles 
and  treatment  alternatives,  economic  incentives 
can  be  factored  into  the  decision  whether  to  hos- 
pitalize or  operate  on  a patient.  Less  invasive 
choices  relate  to  whether  a patient  needs  one  or 
several  return  appointments.  Unless  communi- 
ties can  find  some  way  to  attract  and  certify  the 
appropriate  number  of  generalists  and  specialists 
to  serve  their  needs,  the  problem  of  maintaining 
competency  and  the  temptation  to  let  economic 
incentives  enter  into  clinical  decisions  will  become 
greater. 

A third  factor  in  the  cost-management  equa- 
tion is  the  public’s  demand  for  immediate  access 
to  health  care  services.  In  the  British  health  care 
system,  patients  awaiting  elective  surgery  accept 
long  surgical  queues  that  would  not  be  tolerated 
by  the  American  public.  There  is  also  an  implicit 
rationing  process  for  expensive  technologies, 
such  as  a renal  dialysis.  In  Great  Britain,  people 
over  age  65  years  are  infrequently  dialyzed.  In 
the  United  States,  we  like  to  think  that  we  can 
afford  all  medical  care,  including  dialysis  for 
everyone  who  needs  it,  complicated  corrective 


surgery  in  severely  mentally  defective  children, 
or  the  most  advanced  critical  care  for  near- 
terminal, often  elderly  patients. 

Complicating  Factors 

There  are  some  who  believe  that  one  answer  to 
the  health  cost  problem  is  to  encourage  entrepre- 
neurs to  introduce  economies  that  will  bring  the 
discipline  and  competitiveness  of  the  for-profit 
sector  into  the  traditionally  not-for-profit  hospi- 
tal arena.  Recent  growth  in  proprietary  hospitals, 
ambulatory  care  centers,  and  prepaid  health 
plans  suggests  that  the  trend  toward  proprietary 
activities  is  here  to  stay. 

Profit-making  health  care  businesses:  It  is  not  too 
hard  to  accept  that  potential  good  can  come  from 
introducing  the  rigors  of  the  marketplace  into 
such  large  businesses  as  hospitals,  where  hun- 
dred-million-dollar  budgets  are  common,  but  it  is 
hard  to  see  where  the  introduction  of  profit- 
making competition  into  the  health  care  delivery 
system  will  redirect  health  cost  trends,  since  stud- 
ies suggest  that  much  of  the  proprietary  hospitals’ 
profits  come  from  higher  prices  and  greater  use 
of  laboratory  tests. Also,  rapid  entrance  of  pro- 
prietary companies  in  the  health  care  delivery 
area  will  undoubtedly  result  in  an  additional  in- 
flux of  capital  into  the  system,  adding  fuel  to  the 
inflation  fire. 

A major  concern  about  potential  future  domi- 
nance of  the  for-profits  in  the  health  care  market 
relates  to  their  rather  narrow  focus  on  making 
money,  rather  than  on  the  integrity  of  the  entire 
health  care  system.  A large  amount  of  research 
and  technology  development  goes  on  in  major 
nonprofit  medical  centers.  These  are  creative 
and  important,  albeit  expensive,  centers  for 
training  undergraduate  physicians  and  residents. 
Nonprofit  hospitals  also  treat  the  majority  of  peo- 
ple who  cannot  afford  to  pay.  These  socially  im- 
portant purposes  will  not  be  the  prime  objectives 
of  the  proprietary  hospitals. 

Other  important  factors  that  complicate 
shrinkage  of  the  health  care  industry  include  care 
of  the  poor,  academic  health  centers,  and  the 
rationing  dilemma. 

Care  of  the  poor:  Everyone  needs  both  shelter 
and  medical  care.  The  United  States  has  not  con- 
sidered an  entitlement  for  housing  necessary  or 
appropriate,  so  a sad  economic  fact  of  society  is 
that  homeless  people  in  all  major  urban  com- 
plexes live  from  hand  to  mouth  and  the  poor  or 
near  poor  have  marginal  low-cost  housing. 

On  the  other  hand,  it  is  socially  unacceptable 
for  needed  medical  care  to  be  unavailable  to  any 
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member  of  society,  however  poor.  But  there  is  a 
growing  awareness  that  many  health  care  services 
do  not  fall  into  the  emergency  or  absolutely 
needed  category,  and  that  rapid  access  to  elective 
care,  which  takes  place  in  the  most  modern  and 
well-equipped  facility,  comes  at  a great  price.  So  a 
basic  question  is  whether  the  more  affluent  will 
subsidize  access  by  the  poor  to  the  entire  health 
care  delivery  system,  or  whether  tiers  of  health 
care  will  develop,  all  of  which  will  supply 
emergency  and  critically  needed  services,  but 
which  will  vary  in  amenities  and  ready  access  for 
elective  or  unneeded  but  desired  services. 

Academic  health  centers:  As  director  of  an 
academic  health  center  consisting  of  a university 
teaching  hospital  and  a medical  school  and  dental 
school,  I am  concerned  that  legislative  initiatives 
to  contain  overall  health  costs  may  seriously 
weaken  our  teaching,  research,  and  technology 
development  programs.  I am  also  concerned  that 
health  cost  management  will  be  impossible  with- 
out some  changes  in  the  number  of  medical  stu- 
dents being  educated,  the  number  of  specialists 
being  trained,  and  the  rate  of  new  technology 
development. 

It  is  not  at  all  clear,  however,  that  the  public  is 
willing  to  give  up,  in  the  name  of  cost  control, 
availability  of  physician  specialists  or  the  possible 
benefits  from  breakthroughs  in  cancer  and  heart 
disease  treatment.  Special  support  should  be 
given  for  those  academic  health  centers  that  are 
both  efficient  and  effective  in  the  performance  of 
their  training  and  research  functions,  as 
appropriate  investments  in  the  future  health  of 
the  nation. 

Rationing  dilemmas:  Three  rationing  issues  are 
important  in  health  cost  management.  One  re- 
lates to  the  small  percentage  of  critically-ill  and 
often  old  or  terminal  patients  who  use  a dispro- 
portionately large  number  of  resources,  such  as 
critical  care  units  and  advanced  technology.  The 
societal  question  is  whether  there  should  be  any 
constraints  on  the  use  of  resources  by  these  pa- 
tients. If  not,  the  costs  of  these  services  will  con- 
tinue to  grow  rapidly. 

A second  rationing  issue  is  care  of  the  poor. 
Will  economically  disadvantaged  people  have 
available  to  them  the  wide  range  of  private  health 
services,  or  will  public,  government-run  facilities 
provide  a minimum  of  essential  health  services  at 
less  cost  than  the  private  sector?  This  issue  will 
depend  on  the  willingness  of  the  more  affluent  to 
pay  mainstream  health  service  bills  for  the  poor. 

And,  third,  because  of  the  increased  availability 
of  me{lical  s{)ecialists  and  elective  heiilth  services. 


such  as  psychotherapy  and  cosmetic  surgery,  the 
potential  volume  of  services  is  quite  variable  and 
expandable.  Therefore,  serious  efforts  at  health 
cost  containment  must  include  consideration  of 
payment  methods  such  as  capitation,  in  which  a 
fixed  sum  paid  to  a provider  organization  for  an 
individual  includes  all  health  services.  The  cur- 
rent push  to  pay  hospitals  for  the  care  of  medical 
patients  by  diagnostic  related  groups  does  not 
involve  “volume”  controls,  and  health  costs  will 
rise  as  the  volume  of  services  increases. 

Needed:  System  Shrinkage 

Most  individual  health  care  cost-management 
programs  cannot  succeed  unless  there  is  a simul- 
taneous program  of  shrinkage  of  the  health  care 
delivery  system,  including  the  number  of  hospi- 
tals and  employees.  System  shrinkage  will  spill 
over  into  many  industries  that  supply  these  pro- 
viders and  that  develop  new  technologies.  It  will 
also  conflict  sharply  with  the  public’s  demon- 
strated desire  for  immediate  access  to  physician 
specialists  of  all  types,  for  new  technology,  and 
for  ready  availability  of  community-located,  com- 
pletely up-to-date  hospitals. 

It  is  clear  at  this  stage  that  most  of  both  the 
public  and  the  business  community  have  not  de- 
cided on  programs  of  hospital  shrinkage,  or  on 
certifying  only  the  appropriate  number  of  physi- 
cians in  local  communities,  or  on  rationing  tech- 
nologies for  elderly  and  critically  ill  patients. 
There  are  exceptions,  although  the  participants 
have  not  yet  faced  the  conflicts  inherent  in  the 
shrinkage-cost  containment  dilemma. 

In  August  1983,  a group  of  local  organizations 
in  Pittsburgh  received  a grant  from  the  Robert 
Wood  Johnson  Foundation  to  develop  a method 
of  managing  community  health  care  costs.  The 
three  elements  of  the  program  are:  1)  reduce 
hospital  patient  days  per  capita;  2)  reduce  medi- 
cal and  surgical  beds  in  the  area;  and  3)  negotiate 
on  a year-to-year  basis  a rate  of  growth  for  total 
hospital  expenditures  for  the  Pittsburgh  area. 

The  most  significant  feature  of  this  proposal  is 
the  support  of  the  local  medical  and  hospital  asso- 
ciations, the  business  group  on  health,  and  the 
local  medical  school.  The  Pittsburgh  project  will 
provide  an  acid  test  as  to  whether  hospital  system 
shrinkage  and  control  of  the  growth  rate  of  hos- 
pital expenditures  can  be  accomplished  as  a com- 
munity-wide project. 

There  are  some  who  may  challenge  the 
assumption  that  there  is  a health  cost  “crisis,” 
based  on  the  fact  that  we  spend  a large  amount  of 
our  nation’s  gross  national  product  on  discretion- 
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ary  items  that  are  perceived  as  far  less  desirable 
than  elective  health  services.  But  if  health  costs 
are  to  be  controlled,  concerned  groups  must  real- 
ize that  this  will  require  a shrinking  of  the  hospital 
system,  training  only  the  required  number  of 
physician  specialists,  and  rationing  expensive 
technologies  and  intensive  services  for  some  pa- 
tients. 

It  is  not  at  all  clear  whether  there  can  or  should 
be  agreement  on  this  difficult  set  of  imperatives, 
in  the  face  of  many  strong  and  compelling  coun- 
tervailing pressures.  The  question  is  really  one  of 
the  society’s  will  to  reserve  this  nation’s  historical 
trend  toward  more  access,  more  technologv,  and 
more  therapeutic  advances.  But  until  these  issues 
are  faced,  we  will  continue  to  put  tremendous 
amounts  of  time  and  energv  toward  the  develop- 
ment of  cost-management  procedures  that  have 
little  chance  of  long-term  success. 
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Hospice  Care  Benefits  under  the 
Medicare  Program 


Hospice  Care  of  Rhode  Island  Was  the 
Medicare  Program  in  New  England 

Robert  J.  Canny 


It  has  been  only  ten  years  since  the  first  patients 
and  their  families  were  admitted  to  a hospice 
program  in  the  United  States.  In  view  of  the 
many  developments  and  the  explosion  of  hospice 
programs  throughout  the  country,  it  can  be  safely 
concluded  that  hospice  care  is  a concept  which 
has  achieved  fruition.  Perhaps  the  most  far- 
reaching  development  has  been  the  passage  of 
federal  legislation  which  mandates  reimburse- 
ment for  the  cluster  of  services  intrinsically  iden- 
tified with  the  hospice  concept.  This  particular 
achievement,  however,  is  not  without  risks.  In- 
deed, for  many  hospice  proponents  the  new  law 
raises  serious  questions  as  to  whether  hospices 
will  survive  as  a separate  and  identifiable  part  of 
the  health  care  system. 

Legislation 

The  legislation  resulted  from  intensive  lobbying 
by  hospice  leaders,  who  were  motivated  by  the 
realization  that  the  long-term  survival  of  hospices 
was  predicated  on  receiving  third-party  health 
insurance  reimbursement.  Many  of  the  early  hos- 
pice programs  were  the  result  of  a grass-roots 
effort  to  provide  an  alternative  to  the  traditional 
modes  of  terminal  care.  Funding  for  these  early, 
free-standing  programs  was  entirely  dependent 
on  community  support.  This  private  sector  assist- 
ance, often  given  as  seed  money,  could  neither 
sustain  operational  expenses  nor  support 
growth.  Moreover,  patients  and  families  could 
not  be  expected  to  cover  the  costs. 

Persuaded  that  hospices  were  cajjable  of  pro- 
\iding  cost-efficient  and  effecti\e  care,  Camgress 
included  reimbursement  for  hos|)ice  services 


Robert  J.  Canny,  Executive  Director,  Hospice  Care  oj 
Rhode  Island,  Rumford,  Rhode  Island. 


First  Certified 


included  reimbursement  for  hospice  services 
under  the  Medicare  program  in  September  1982. 
The  Health  Care  Financing  Administration 
(HCFA),  the  Medicare  fiscal  intermediary,  was 
charged  with  drafting  regulations,  developing 
the  conditions  of  participation,  and  establishing 
payment  rates  for  various  service  levels.  As  this 
process  emerged,  hospice  leaders  quickly  learned 
of  the  HCFA  golden  rule  which  states:  “HCFA 
has  the  gold;  they  make  the  rules.” 

The  final  set  of  regulations,  published  in  De- 
cember 1983,  combined  a set  of  restrictive  condi- 
tions with  inadequate  reimbursement  levels 
which  had  been  based  on  the  data  and  experience 
of  hospices  already  providing  services.  The  full 
effect  of  these  limiting  factors  is  demonstrated  by 
the  fact  that,  while  many  of  the  approximately 
1,200  hospice  programs  in  the  US  endorsed  the 
legislation,  only  1 19  programs  have  sought  Medi- 
care certification  since  the  benefit  became  avail- 
able. This  lack  of  response  to  the  new  benefit  may 
reflect  both  an  inability  to  take  severe  financial 
risks  and  the  unwillingness  to  be  forced  into  care- 
ful selection  and  manipulation  of  patients  as  a 
means  of  survival.  The  result  is  something  of  a 
paradox  when  one  considers  that  the  Congres- 
sional action,  designed  to  encourage  the  growth 
of  the  hospice  concept,  may  ultimately  threaten 
its  very  existence  or  at  least  limit  program  par- 
ticipation. 

The  low  response  rate  should  not  be  inter- 
preted as  a lack  of  interest.  Already  one  jiroprie- 
tary  group,  funded  by  venture  cajjital,  has  in- 
corporated with  the  objective  of  developing  a 
number  of  large  hosjiice  programs  throughout 
the  South  and  West.  In  Rhode  Island  there  is  a 
rush  by  some  agencies  to  develop  a volunteer 
program  and  to  meet  the  other  conditions  of 
participation. 
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Medicare  Reimbursement 

Under  Medicare,  hospices  are  regarded  as  com- 
prehensive and  integrated  programs  which  pro- 
vide all  the  reasonable  and  necessary  medical  and 
support  services  for  the  management  of  terminal 
illnesses.  The  covered  services  include:  physician 
services;  nursing  care;  medical  appliances  and 
supplies,  including  outpatient  drugs  for  system 
management  and  pain  relief;  health  aide  and 
homemaker  services;  therapy;  medical  social  ser- 
vices; counseling;  and  bereavement  support.  In 
addition  to  this  broad  range  of  services  designed 
to  keep  the  patient  at  home,  short-term  hospital 
care  is  also  provided.  All  of  these  services  are  fully 
covered  for  Medicare  patients,  except  for  a small 
co-payment  for  outpatient  drugs  and  inpatient 
respite  care. 

Medicare  will  pay  for  hospice  care  when  a pa- 
tient is  eligible  for  Medicare  Part  A hospice  insur- 
ance and  has  a life  expectancy  of  six  months  or 
less  as  certified  by  the  attending  physician  and  the 
hospice  medical  director.  In  addition  to  signing 
an  election  statement  choosing  hospice  care  for  a 
total  of  two  90-day  periods  and  a subsequent  30- 
day  extension,  the  patient  waives  the  right  to  pay- 
ment for  other  Medicare  benefits  which  would 
cover  curative  rather  than  palliative  care. 

There  are,  however,  two  exceptions.  If  the 
attending  physician  is  not  under  contract  to  the 
hospice  program.  Medicare  Part  B continues  to 
pay  for  the  services  in  the  same  way  it  pays  for 
other  physician  services.  Also,  Medicare  con- 
tinues to  reimburse  for  treatment  for  conditions 
other  than  the  terminal  illness  under  the  tradi- 
tional Medicare  benefit. 

Physician  Involvement 

Hospice  proponents  enthusiastically  support  the 
requirement  which  allows  the  patient’s  own 
physician  to  maintain  responsibility  and  overall 
direction  for  the  medical  care  of  the  patient.  This 
continuing  involvement  and  direction  of  the  pa- 
tient's own  physician  is  the  best  guarantee  of  both 
continuity  and  quality  of  care.  The  physician  rela- 
tionship with  the  patient  and  family  often  pre- 
cedes that  of  the  hospice  team  and  it  may  well 
continue  after  the  hospice  intervention  is  com- 
pleted. The  regulations  mandate  a collaborative 
effort,  however,  as  the  hospice  program  is  legally, 
clinically,  and  financially  responsible  for  all  ele- 
ments of  care. 

The  need  for  cooperation  begins  with  the  re- 
quirement that  both  the  attending  physician  and 
the  hospice  medical  director  certify  that  the  pa- 


tient has  six  months  or  less  to  live.  This  may  place 
an  unfair  responsibility  on  physicians  as  both  the 
rights  of  patients  to  receive  services  and  the 
financial  stability  of  hospice  programs  will  de- 
pend heavily  on  the  accuracy  of  prognostication. 
In  the  past,  there  has  been  some  reluctance  to 
make  referrals  early  enough  to  take  advantage  of 
the  full  range  of  hospice  services.  There  current- 
ly is  the  additional  consideration  that  the  patient 
must  not  exhaust  the  one-time  hospice  benefit  of 
2 10  days.  These  judgments  must  be  made  despite 
the  lack  of  validated  criteria  for  terminal  illnesses, 
except  when  death  is  clearly  imminent. 

There  are  additional  complications  for  hospice 
programs  seeking  Medicare  certification.  Each 
program  is  charged  with  planning  and  managing 
a continuum  of  home,  outpatient,  and  hospital 
care.  A prospective  reimbursement  rate  for  four 
basic  categories  of  care  has  been  established.  Each 
category  is  representative  of  the  type  and  intensi- 
ty of  service  provided  on  a per  diem  basis  and 
there  are  utilization  limits  for  each  level.  The 
number  of  hospital  days  must  not  exceed  20  per 
cent  of  the  total  number  of  hospice  days  provided 
for  all  Medicare  enrollees  in  the  hospice  during  a 
one-year  reporting  period.  Moreover,  there  is  a 
further  limit  known  as  the  hospice  cap  which  has 
been  set  at  $6500  per  beneficiary. 

Based  on  these  limits,  two  important  adjust- 
ments must  be  made  at  the  end  of  each  reporting 
period.  Should  the  number  of  inpatient  care  days 
exceed  the  maximum  allowable  under  the  law, 
the  hospice  must  refund  the  overpayment  to 
Medicare.  If  the  costs  of  providing  care  exceed 
the  aggregate  hospice  cap,  the  hospice  program 
must  assume  financial  responsibility  for  those 
costs.  There  are  obvious  consequences.  A pro- 
gram with  too  many  short-stay  patients  or  with 
patients  requiring  intensive  care  will  receive  less 
than  sufficient  reimbursement  to  cover  costs.  Eor 
programs  with  a small  daily  census,  having  one 
patient  require  long-term  hospitalization  may  re- 
sult in  bankruptcy. 

Interdisciplinary  Involvement 

It  is  these  harsh  realities  that  force  hospices  to 
assume  responsibility  for  developing,  im- 
plementing, and  managing  the  interdisciplinary 
plan  with  the  cooperation  and  direction  of  the 
patient’s  physician.  There  is  an  obvious  potential 
for  divergent  opinions  as  to  the  appropriate  types 
and  levels  of  care.  It  is  hoped  that,  through  a 
shared  commitment  to  quality  care,  as  well  as 
acknowledgment  of  the  financial  and  program- 
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made  limitations,  agreement  can  be  reached  on 
doing  what  is  best  for  the  patient.  If  this  is  not 
possible,  the  patient  retains  the  right  to  cancel 
participation  in  the  hospice  program  and  resume 
standard  hospital  and  medical  insurance  benefits 
under  Medicare  Parts  A and  B.  These  concerns 
can  be  mitigated  by  the  hospice  process  of  open 
communication  and  the  continually  evolving 
shared  decision  making  among  patient  and  fami- 
ly, the  interdisciplinary  team,  and  the  attending 
physician. 

There  is  a further  impetus  for  hospice  pro- 
grams to  promote  good  working  relationships 
with  community  physicians.  The  role  of  the 
attending  physician  should  be  important  and 
reinforcing  for  the  hospice.  More  important,  the 
extent  to  which  the  hospice  becomes  an  accepted 
part  of  the  health  care  system  depends  on  the 
physicians  of  each  community.  Already  concerns 
are  being  expressed  by  some  about  the  level  of  the 
physician  involvement  and  the  role  of  the  hospice 
medical  director.  While  no  hard  data  are  avail- 
able, there  is  reason  to  be  concerned  that  the 
training  and  experience  of  hospice  medical  direc- 
tors is  less  than  consistent  throughout  the  coun- 
try. In  some  programs  participation  by  the 
medical  director  is  seen  as  mere  compliance 
with  the  law,  and  there  is  little  understanding  of 
the  need  for  the  director’s  involvement  with  the 
clinical  program.  In  others  the  medical  director  is 
integral  to  the  admissions  process  and  to  develop- 
ing and  overseeing  appropriate  plans  of  care. 
The  hospice  movement  would  profit  from  an 
evaluation  of  the  strength  and  quality  of  hospice 
programs  based  on  the  level  of  involvement  of 
the  medical  director  and  the  cooperation  of  com- 
munity physicians.  It  is  clear  that  no  other  objec- 
tive will  be  accomplished  if  the  patient’s  physical 


needs,  including  pain  and  symptom  control,  are 
not  expertly  managed. 

Challenges 

It  is  apparent  that  hospices  face  many  chal- 
lenges. Given  the  risks  involved,  many  hospice 
proponents  have  questioned  the  value  of  partici- 
pating under  the  Medicare  program.  Medicare 
does  offer,  however,  programmatic  and  financial 
benefits  for  teminally-ill  patients  and  their  fami- 
lies. Further,  it  does  not  seem  appropriate  for 
those  of  us  who  lobbied  for  the  legislation  to 
reject  Congressional  support,  which  included  the 
Rhode  Island  Congressional  delegation.  The  law, 
the  only  piece  of  social  legislation  enacted  by  the 
96th  Congress,  recognizes  the  special  needs  of 
the  dying  and  their  families.  As  recently  as  Octo- 
ber 1984,  Congress  demonstrated  its  further 
commitment  and  support  for  hospices  by  increas- 
ing the  reimbursement  level  for  routine  home 
care,  which  is  crucial  to  maintaining  the  survival 
and  growth  of  the  hospice  concept.  A less  noble 
interpretation  rests  on  the  possibility  that  limited 
participation  may  be  the  desired  outcome  of  an 
administration  which  has  used  the  Office  of  Man- 
agement and  Budget  to  oppose  and  restrict  the 
legislation. 

For  these  reasons.  Hospice  Care  of  Rhode  Is- 
land (HCRI)  became  the  first  certified  hospice 
Medicare  program  in  New  England.  The  deci- 
sion to  seek  reimbursement  was  made  through  a 
commitment  to  the  many  institutions  and  hun- 
dreds of  Rhode  Islanders  who  so  generously  pro- 
vided the  total  support  for  the  first  five  years  of 
the  program.  The  decision  was  further  affirmed 
by  a growing  demand  for  hospice  services.  Final- 
ly, the  support  of  the  almost  400  families  served 
by  HCRI  encouraged  us  to  make  hospice  care 
available  to  others. 
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“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
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“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
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“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
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10150 
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A Monocytic  Leukemoid  Reaction: 

A Manifestation  of  Preleukemia 

Sequence  Is  a Manifestation  of  the  Iatrogenic  Potential  of  Cancer  Therapies 


Michael  L.  Friedland,  MD 
Harry  Ward,  MD 
Edward  G.  Wittels,  MD 
Zalmen  A.  Arlin,  MD 


Secondary  acute  leukemias  frequently  are  en- 
countered in  patients  who  have  been  treated  for 
malignancies  with  chemotherapy  and  radiation 
therapy.  The  incidence  appears  to  be  most  signif- 
icant in  those  with  malignant  lymphomas  who 
have  received  polychemotherapy  and  radiation 
therapy.*  Leukemias  also  have  been  observed, 
however,  with  such  tumors  as  carcinoma  of  the 
breast  or  ovary. A group  of  hematologic  man- 
ifestations termed  preleukemia  have  character- 
ized the  period  preceding  the  emergence  of  overt 
acute  leukemia.  Among  the  hematologic  findings 
are  anemia,  neutropenia,  thrombocytopenia,  or 
combinations  of  all  three.  Such  abnormalities  as 
pseudo  Pelger-Huet  cells  in  the  blood  and  dyse- 
rythropoiesis  in  the  bone  marrow  frequently  are 
found.  Monocytosis  also  may  be  seen  exhibiting 


From  the  Section  of  Medicine,  Brown  University  Program  in  Medi- 
cine, and  the  Division  of  Hematology-Oncology,  The  Miriam  Hos- 
pital, Providence,  Rhode  Island;  Department  of  Medicine,  Division 
of  Neoplastic  Diseases,  New  York  Medical  College,  V'alhalla,  New' 
York. 
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cine, New  York  Medical  College,  Valhalla,  New  York. 


levels  as  high  as  5.1  ± 4.2  x lO'Vl.'^ 

We  recently  had  the  opportunity  to  observe  a 
patient  who  had  received  polychemotherapy  and 
radiation  therapy  for  advanced  breast  cancer. 
She  presented  with  a monocytic  leukemoid  reac- 
tion during  an  acute  episode  of  herpes  zoster, 
and  later  developed  acute  myelomonocytic  leuke- 
mia. 

Case  Report 

M.D.  was  a 55-year-old  white  woman  with  dis- 
seminated adenocarcinoma  of  the  breast  di- 
agnosed in  May  1973.  She  presented  for  her 
scheduled  visit  with  painful  lesions  of  herpes  zos- 
ter extending  over  the  left  anterior  and  posterior 
chest  wall  at  the  level  of  T12  which  had  appeared 
six  days  prior  to  admission. 

Significant  history  included  bilateral  mastecto- 
mies and  oophorectomies  performed  in  1973. 
Starting  in  1977,  the  patient  received  5-1111- 
orouracil,  melphalan,  prednisone,  and  metho- 
trexate and,  later,  hormonal  therapy  with  dieth- 
ylstilbestrol  (DES).  Medication  at  the  time  of  this 
illness  included  medroxyprogesterone,  pred- 
nisone, and  allopurinol.  Extensive  radiation  ther- 
apy also  had  been  administered  for  multiple 
osseous  metastases. 

The  physical  examination  demonstrated  pur- 
puric areas  on  both  ujjper  extremities  and  the 
herpetic  skin  lesions  previously  described,  fhe 
laboratory  data  consisted  of  a hemogloblin  count 
of  9.  Igm/dL  and  a packed  cell  volume  of  30.  The 
white  blood  cell  count  (WH(])  was  15.7  x l()‘Vl, 
with  7 [)er  cent  segmented  neutrophils,  20  per 
cent  lymphocytes,  21  per  cent  monocytes,  4 per 
cent  atyj)ical  lymphocytes,  1 per  cent  basophils. 
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13  per  cent  metamyelocytes,  17  per  cent  myelo- 
cytes, and  9 per  cent  promyelocytes.  There  were 
21  nucleated  red  cells  per  100  white  cells  with 
teardrop  cells,  target  cells,  and  stomatocytes.  The 
platelet  count  was  66  x 10^/1 , and  the  reticulocyte 
count  was  1.4  per  cent. 

In  the  hospital  the  skin  lesions  progressed,  re- 
sulting in  necrotic  areas  which  sloughed.  The 
white  blood  count  was  observed  to  increase  with 
an  accompanying  monocytosis,  reaching 
44.1  X 10^/1  monocytes  on  the  forty-first  day  of 
hospitalization,  with  a serum  muramidase  level  of 
70  micrograms/mL  (normal  5-15  micrograms/ 
mL).  The  peak  elevations  in  the  white  blood 
count  corresponded  to  the  most  intense  period  of 
clinical  illness.  A rapid  resolution  of  the  leuke- 
moid  reaction  occurred  as  the  patient’s  herpetic 
lesions  resolved,  and  within  two  weeks  of  dis- 
charge, the  WBC  and  differential  count  were  at 
preadmission  values.  A bone  marrow  aspirate 
and  biopsy  performed  during  hospitalization  re- 
vealed no  normal  marrow  elements,  and  replace- 
ment of  the  marrow  by  metastatic  malignancy. 
Eight  months  following  the  resolution  of  this 
leukemoid  reaction,  the  patient  presented  with 
clinical  and  laboratory  findings  indicative  of 
acute  myelomonocytic  leukemia. 

Discussion 

The  term  leukemoid  reaction  was  first  intro- 
duced by  Krumbhaar  to  describe  unusual  leuko- 
cyte characteristics  suggesting  leukemia  but 
actually  due  to  other  causes.^  Many  attempts  have 
been  made  to  assign  a numerical  value,  usually 
greater  than  25  x 10^/1.*^  As  a manifestation  of 
the  preleukemic  syndrome,  monocyte  counts 
above  5 X 10^/1  are  rare.  This  case  demonstrates 
the  unusual  findings  of  a monocytic  leukemoid 
reaction  in  a patient  with  advanced  metastatic 
carcinoma  ol  the  breast  and  a herpes  zoster  infec- 
tion, yet  who  ultimately  expired  from  acute 
myelomonocytic  leukemia. 

Whether  either  numerical  or  descriptive 
criteria  are  applied,  a leukemoid  reaction  was 
clearly  evident  in  this  patient.  Monocytic  leuke- 
moid reactions  with  absolute  monocyte  counts  as 
high  as  12x1  ()  V 1 have  been  reported  in  one  case 
of  congenital  syphilis  and  in  one  case  of  miliary 


tuberculosis.’’  ^ To  a lesser  degree,  monocytosis 
has  been  observed  in  malignancies  and 
tuberculosis.^  Economopoulos  recently  reported 
that  patients  with  myelodysplastic  syndromes  and 
monocytosis  greater  than  5 x 10‘Vl  progressed 
more  quickly  to  acute  myelomonocytic  leukemia 
than  did  other  patients.’*  At  the  time  that  the 
monocytic  leukemoid  reaction  developed  in  this 
patient,  an  examination  of  the  bone  marrow 
demonstrated  replacement  with  tumor  cells  with 
no  evidence  of  acute  leukemia  or  a myelodysplas- 
tic syndrome.  When  findings  indicative  of  acute 
leukemia  were  observed,  the  marrow  was  consist- 
ent with  a diagnosis  of  acute  myelomonocytic 
leukemia.  This  unusual  manifestation  of  pre- 
leukemia is  of  special  interest  in  the  spontaneous 
resolution  which  occurred  eight  months  prior  to 
the  development  of  overt  acute  leukemia. 

Summary 

A 55-year-old  woman  who  had  received  inten- 
sive polychemotherapy  and  radiation  therapy  for 
advanced  breast  cancer  presented  with  preleuke- 
mia manifesting  as  a monocytic  leukemoid  reac- 
tion. This  occurred  during  a herpes  zoster  infec- 
tion; she  subsequently  developed  acute  myelo- 
monocytic leukemia. 
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SARGENT 
REHABnJTATION 
CENTER 

through  rehabilitation, 

the  restoration  of  human  potential 

We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  sp>ecializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


There  must  be  a 


TBNTTED 

SUK3CAL  CENTERS 


The  Professionals  in 
Home  Health  Care  Equipment 


good  reason  why 
we’ve  become  the 
trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  KV'ERVTHING  for  Home 
Health  ('are  . . . which  means,  everything  a 
patient  or  eonvalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  VVlieel 
chairs.  Walkers  and  Hospital  Meds.  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exac  tly  "what  the 
doctor  ordered  " We've  bc-c‘n  doing  it  dependably 
for  many  yc*ars. 

That  s how  we've  eartied  the  trust  of  so  many 
doctors. 

Medic  are  and  Third  Party  ( laims 
Accc-pted  and  Processc-d. 


(401)781-2166 

OPENDAIUrStoS*^  • SATURDASrStol 


380  WARWICK  AVE.  WARWICK.  RI  02888 

AttheCmnstan/WarwlekCttyUne 
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PHYSICIAN  WANTED  TO  COVER  NIGHTS, 
WEEKENDS,  AND  HOLIDAYS 

INSTITUTE  OF  MENTAL  HEALTH 


A 420-bed  psychiatric  hospital  in  Cranston  is  seeking  a physician  who 
is  willing  to  work  during  off-hours  to  perform  admissions  of  psychiatric 
patients  and  respond  to  medical  and  psychiatric  emergencies.  The 
duties  are  similar  to  those  for  a house  medical  officer. 

The  physician  will  work  in  collaboration  with  a qualified  psychiatrist  on 
administrative  call. 

69  hours/month 

Salary:  $240/night  ($8,000-10,000  annual  income) 

Excellent  sleeping  quarters 

Call  the  Medical  Director  at  464-2458  (days)  or  942-8396  (nights) 


R.I.  MEDICAL  BUREAU,  INC. 

We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION.  NO  COMPUTER  DOWNTIME. 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules^  t.i.d. 

offers  effecfiveness  againsf 
fhe  major  causes  of  bacferial  bronchifis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Britf  SvimarY  Coassll  Ihc  p^cUge  literature  for  prescribing 
mforaielioii 

iMlicatNMs  Usage  Cecioi’  ^cetacioi  Lilly)  <$  indicaied  m ine 
ireaimeni  of  ihe  fouowtng  mfechons  when  caused  by  susceptible 
strains  of  ifie  designated  microorgantsms 
Lower  respuatory  mfktions  including  pneumonia  caused  by 
SifeptococcuspfieuiimileJuiptococcusDnevmoniiei  Hdemoph 
tius  mlluen/ie  and  5 Cffogenes  <group  A beta  hemolytic 
strepiocoaii 

Appropriaie  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  ihe  causative  organism 
to  Ceciot 

Cowtramdication  Cector  is  cormaindicated  m patients  w«ih  known 
allergy  to  the  cephatosponn  group  of  antibiotics 
WariiMt  IN  PENlCiUlN  SENSITIVE  PATIENTS  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  AOMINISTEREO  CAUTIOUSLY 
THERE  t$  CLINICAL  AND  LABORATORY  EVIDENCE  Of  PARTIAL 
CROSS  allergenicity  Of  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  both  DRUG  CLASSES 

AntibMAics  mctudmo  Cklot  should  be  administered  cautiously 
to  any  paiieni  who  has  demonstraied  some  lorm  of  allergy 
padicularty  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  <mciudinQ  maaotules  semisynineiic 
pentciiims  and  cephalosporins  therefore  it  is  imponanlto 
consider  Its  diagnosis  « patients  who  develop  diarrhea  m 
association  wnn  the  use  of  antibtotics  Such  cotms  may  lar^ge  m 
severity  from  mild  to  life  threatening 
Treaimem  mih  broad  specirum  ani>biotics  aliers  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  ctosiridu  Studies 
indicate  mat  a loim  produced  by  Oosl/iCnfn  (JiffKife  is  one 
prunary  cause  ol  arwibrntic  associated  coM« 

Mild  cases  o<  pseudomembranous  coiitrs  usually  respond  to 
drug  dkscontnuance  alone  In  moderate  to  severe  cases  manage 


mem  should  include  sigmoidoscopy  appropriate  bactenotogic 
studies  and  fluid  electrolyte  and  piotein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  ot  when  it  is  severe  oral  vancomKin  is  the  drug 
of  choice  tor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C tJilficiie  Other  causes  ot  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  icetacior  Lillyloccurs  the  drug  should  be  discontinued 
and  if  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g piessor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  Ihe  patient  is 
essential  It  supennfeciion  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
meni  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matchmg  procedures  when  aniiglobulin 
tests  are  performed  on  the  minor  side  or  m Coombs  testing  ol 
newborns  whose  mothers  have  received  cephatosponn  antibiotics 
before  parturition  it  should  be  recognised  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceciot  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
cimical  observation  and  laboratory  studies  should  be  made 
because  safe  dosaoe  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false  positive  reaction 
for  glucose  m the  unne  may  occur  This  has  been  observed  with 
Benedict  s and  fettling  s solutions  and  also  with  Cimitesi' 
tablets  but  not  with  Tes  Tape'  iGlucose  Enzymatic  Test  Strip 
USP  Lilly 

Broad  spectrum  anubuxics  should  be  presaibed  with  caution  m 
mdnnduais  with  a history  of  gastromtestinai  disease  particularly 
colitis 

Usaoe  m Preonancr  Pfegnancy  Caieoorr  B Reproduction 
studies  have  been  performed  m mice  and  rats  ai  doses  up  to  t? 
times  the  fuman  dose  and  m ferrets  gnen  three  times  the  matimum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  icefaclor.  Lilly)  There  are 
however  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  tl  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20. 0 2T.  and  0 to  mcg/ml  at  two 
three  lour  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  m Chili^en  > Safety  and  effectiveness  ot  this  product  tor 
use  in  infants  less  than  orte  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceciot  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  m about  2 b percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  aliei  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensiiiviiy  reactions  have  been  reponed  in  about  t 5 
percent  of  patients  and  include  morbitiform  eruptions  1 1 in  lOOt 
Pruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  t in  200  patients  Cases  of  serum-sickness  like  reactions 
lerYlhema  mutiilorme  or  the  abiM  skm  manrfestations  accompanied 
tw  arthritis/arthraigia  and  trequenity  fever i have  been  rented 
These  leaciions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  Ireoueniiy 
m children  than  m adults  Signs  and  symptoms  usually  occur  a few 
days  after  imtiaiion  of  therapy  and  subside  within  a few  days 
after  cessatmn  of  therapy  No  serous  sequelae  have  been  reported 
Antihistamines  and  corticosterords  appear  to  enharoe  resolution 
ol  the  syrtdrome 

Cases  ol  anaphyians  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  ol  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vagimiis 
{less  than  1 m 100  patients) 

Causa/  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ot  uncenain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  m SCOT.  SGPT  or  alkaline 
phosphatase  values  I)  in  40) 

Hematopoietic  - transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  1 1 m 40) 

Renal  ~ Slight  elevations  m BUN  or  serum  creatinine  (less  than 
1 in  500)  Of  abnormal  urinalysis  iless  than  1 in  200) 

i061782R| 


Note  Ceclor'  rcelaclor  Liliyi  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  IS  the  usual  drug  ot  choice  m the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fevei  See  prescribing  information 
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Joel  D.  Landry 
Attorney  At  Law 
Formerly 

Assistant  Attorney  General 
And 

Director  of  Medicaid  Fraud  Control  Unit 
Department  of  Attorney  General 
State  of  Rhode  Island 
Announces 
The  opening  of  his 
Law  Office 
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A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
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HISTORICAL  NOTE 


Management  of  Cleft  Lip  — 1859 

Ronald  D.  Greenwood,  MD 


Doctor  Henry  H.  Smith  presented  a clinical  lec- 
ture on  “hare  lip”  on  Saturday,  January  8,  1859  at 
the  Hospital  of  the  University  of  Pennsylvania. 
His  remarks  represent  the  status  of  medical 
thought  on  this  anomaly  125  years  ago.  Cleft  lip 
was  described  by  Doctor  Smith  as: 

...  a deformity  of  sufficiently  frequent  occurrence  to  render  it 
a source  of  anxiety  to  many  parents  as  well  as  one  capable  of 
being  promptly  relieved  by  almost  any  practitioner  even  when 
unwilling  to  attempt  more  hazardous  operations.  In  studying 
the  pathological  conditions  noted  in  hare-lip,  a proper  appre- 
ciation of  the  ordinary  course  of  development  of  the  two  sides 
of  the  body  would  be  necessary  — it  being  well  known  that  the 
right  side  was  usually  that  most  developed  — the  right  eye,  arm, 
leg,  etc.  possessing  usually  the  most  power  while  the  left  and 
w'eak  side  was  most  subject  to  defects  of  various  kinds.  In  many 
other  morbid  conditions  besides  hare-lip,  this  same  peculiarity 
might  be  noted. . . . In  observingclosely  the  relation  of  the  parts 
concerned  in  hare-lip,  the  deficiency  would  be  most  frequently 
noted  on  the  left  side  of  the  lip,  hard  and  soft  palate.  In  the 
variety  known  as  single  hare-lip,  the  tissue  was  generally  situ- 
ated not  in  the  media  line,  but  a little  on  one  side  of  the 
raphe.  . . . 

When  hare-lip  existed  it  might  be  either  the  form  termed 
double  or  that  known  as  single  hare-lip.  In  the  simplest  form  of 
single  hare-lip  the  tissue  not  only  involved  the  lip  but  most 
frequently  the  fissure  also  extended  back  through  the  bone 
passing  more  or  less  completely  through  the  hard  palate  and 
through  the  velum  pendulum  palati  also. 

In  double  hare-lip,  there  was  usually  a fissure  on  each  side  of 
the  lip,  one  with  an  intermediate  or  central  teat  and  a double 
fissure  in  the  roof  of  the  mouth.  . . . 

In  all  patients  laboring  under  this  deformity,  the  teeth  were 
very  apt  to  be  irregular  and  to  project  forward,  the  consequence 
of  the  eversion  of  the  alveolar  processes. 

The  complaint  in  any  of  its  forms  involved  several  serious 
inconveniences,  besides  the  deformity.  The  child  was  usually 
not  able  to  suckle,  and  should  fissure  of  the  palate  exist,  was 
inconvenienced  by  matters  taken  into  the  mouth  passing  readily 
into  the  nose  while  a portion  of  liquid  attempted  to  be  swal- 
lowed regurgitated  through  the  anterior  nares.  The  voice  was 
also  greatly  impaired,  and  rendered  disagreeable  by  this  de- 
formity. 


Ronald  D.  Greenwood,  MI),  Associate  Professor  of 
Pediatrics;  Chief,  Division  of  Pediatric  Cardiology, 
School  of  Medicine,  University  of  Calif oryiia  at  Davis, 
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Relief  would  only  be  afforded  by  operative  interference,  in 
which  it  was  important  to  bear  in  mind  the  fact  that  some 
resistance  must  be  offered  to  the  action  of  the  orbicularis  oris 
muscle  until  union  of  the  fissure  was  obtained. 

There  were  several  modes  of  procedure  which  might  be 
designated  as  hare-lip  operations;  all  of  these  had  for  their 
object  the  paring  off  of  the  vertical  edge  of  each  flap,  and  the 
retaining  together  of  the  edges  until  union  occurred.  The  par- 
ing and  freshening  of  the  edges  might  be  effected  by  the  scissors 
or  by  the  knife;  of  these  the  knife  was  preferable,  as  it  did  not, 
like  the  scissors  by  bruising  the  parts,  interfere  with  adhesion. 
The  incision  might  be  made  with  a scalpel  upon  a wooden 
spatula  which  Dr.  Smith  considered  the  preferable  mode  of 
operation,  or  with  a bistoury  plunged  through  the  lip  near  the 
nose  and  made  to  cut  its  way  out  first  on  one  side  and  then  on 
the  other,  the  lip  being  meanwhile  supported  by  the  fingers  of 
the  operator. 

It  was  important  also  first  to  dissect  the  lip  free  from  its 
attachment  to  the  gum,  as  by  so  doing  the  subsequent  strain  by 
the  orbicularis  oris  muscle  on  the  line  of  union  would  be  much 
diminished.  In  promoting  union,  sutures  were  more  successful 
than  adhesive  strips  or  uniting  bandage.  Stitches  of  the  ordi- 
nary interrupted  suture  had  been  employed  by  some,  but  as  a 
general  rule  the  “hare-lip”  or  twisted  suture,  was  preferable. 
Two  or  three  silver,  gilt  or  steel  pins  being  passed  through  the 
flaps,  each  surrounded  by  figure  of  8 turns  of  a ligature.  After- 
wards the  points  of  the  pins  having  been  removed  by  nippers, 
two  or  three  narrow  strips  of  adhesive  plaster  were  used  to 
support  the  sutures. 

With  regard  to  the  after-treatment,  the  child,  if  unweaned, 
should  be  forbidden  to  suck,  and  be  fed  with  a spoon  until 
union  has  occurred,  being  carefully  watched  until  the  pins  were 
taken  out,  which  might  be  done  on  the  third  day  or  earlier  if  the 
child  was  very  young,  the  figure  of  8 turns  being  allowed  to 
remain,  as  they  usually  adhered  to  the  skin.  The  parts  were  to  be 
kept  well  supported  with  adhesive  strips,  renewed  from  time  to 
time  until  union  was  complete. 

Under  ordinary  circumstances,  even  when  successful,  there 
was  generally  left  more  or  less  of  a notch  on  the  edge  of  the  lip  at 
the  point  of  union.  The  notch.  Dr.  Smith  thought,  was  not  so 
much  due  to  a vertical  contraction  of  the  cicatrix,  as  it  was  to  a 
want  of  substance  in  the  lower  angle  of  the  flaps  after  being 
pared. 

To  avoid  longitudinal  contraction,  it  had  been  proposed  to 
make  the  incisions  elliptical  or  lozenge-shaped,  which  was  a 
good  method. 

Another  very  excellent  plan  was  that  of  Mirault  of  .Anglers, 
who  having  pared  one  side  by  a straight  incision,  cut  the  other  .so 
as  to  leave  a pedicle  of  the  membrane  on  the  free  edge  of  the  lip, 
which  being  carried  across  the  fissure  and  united  to  the  oppo- 
site half,  compensated  for  the  deficieticy  of  the  inferior  margin, 
and  prevented  the  formation  of  any  depression. 

Double  hare-lip  was  to  be  treated  on  the  same  getieral  princi- 
ples. One  side  might  be  ftjx-rated  upon  at  a time,  or  both  sides 
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having  been  freshened  at  the  same  time,  might  be  brought 
together  bv  pins  passed  from  one  side  through  the  central  flap 
to  the  other  side,  and  secured  in  the  usual  way.  The  latter  was 
generally  the  more  successful. 

When  fissure  of  the  palate  existed  it  was  generally  much 
diminished  after  the  union  of  the  lip  had  been  accomplished, 
especially  where  this  occurred  in  infancy;  if,  however,  it  did  not 
close  completely,  it  required  subsequent  treatment. 

Operation  for  hare-lip.  A child  five  weeks  old  presenting 
single  hare-lip  on  the  left  side  was  then  exhibited  to  the  class. 
There  was  a wide  fissure  of  both  hard  and  soft  palate.  Dr. 
-Agnew,  at  the  request  of  Dr.  Smith,  who  was  called  away, 
performed  the  operation.  The  edges  were  freshened  by  the 
lozenge-shaped  incisions  above  referred  to,  made  by  the  bis- 
toury, the  edges  being  brought  together  in  the  usual  way  by  two 
hare-lip  pins,  supported  by  adhesive  strips. 

On  other  occasions,  infants  or  children  with 
this  deformity  were  demonstrated  to  the  stu- 
dents. For  instance,  at  the  lecture  quoted  above,  a 
child  with  cleft  lip,  a 12-day-old  infant  who  was  to 
be  operated  upon  “the  next  clinical  day,”  was 
presented  by  Doctor  Smith.  Earlier  on  December 
1,  1858,  a six-day-old  infant  with  cleft  palate  and 
lip  was  operated  upon  in  the  presence  of  the 
students. 

. . . rhe  hare-lip  would  be  at  once  operated  upon,  and  the 
fissure  of  the  palate  would,  if  this  operation  succeeded,  be  much 
diminished.  If  it  did  not  close  completely,  as  from  its  width,  it 
was  feared  would  be  the  case,  this  would  become  the  subject  of 
subsequent  treatment.  The  edges  of  the  lip  were  accordingly 
freshened  and  brought  together  by  3 gilt  hare-lip  pins.  We  are 
informed  that  the  little  patient  has  done  well,  the  pins  being 
removed  36  hours  after  the  operation.* 


These  practices  were  standard  for  the  time. 
The  University  of  Pennsylvania,  where  these 
demonstrations  occurred  was  the  first  medical 
school  in  the  United  States.  The  first  medical 
professor  was  appointed  there  on  May  3,  1765. 
The  beginning  of  the  school  was  the  idea  of  Doc- 
tors William  Shippen  (Professor  of  Anatomy  and 
Surgery,  appointed  September  23,  1765)  and 
John  Morgan  (Professor  of  Theory  and  Practice 
of  Physics,  appointed  May  3,  1765).  In  1768,  Doc- 
tors Adam  Kahn  and  Thomas  Bond  were  added 
to  the  faculty.  On  June  21  of  that  year  ten  men 
received  their  Bachelor  of  Medicine  degrees,  the 
first  conferred  in  America.  In  1769,  the  well- 
known  Doctor  Benjamin  Rush  was  added  to  the 
faculty.  From  those  early  days  the  school  con- 
tinued to  be  a leader  in  American  medical  educa- 
tion, a position  it  certainly  held  in  1859  at  the  time 
of  these  descriptions. 
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“When, it  conies  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice— but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45c  a day  for  INDERAL  (propranolol  HCl) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DAW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

INDERAL— 

BRAND  OF  PROPRANOLOL  HCI 

10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL"  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  IS  contraindicated  m 1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 
IN  PATiENTS  without  a history  of  heart  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
fNDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  lor  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL.  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
Its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  in 
starling  and  mamlaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  of  insulin 

THYROTOXK30SIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function 
tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol, 

PRECAUTIONS 

General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function,  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma 
screening  lest  Withdrawal  may  lead  to  a return  of  increased  infraocular  pressure 
Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotehsion 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  m 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  infensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  fhrombocytopenic  purpura,  arterial  insufficiency,  usually  of  fhe 
Raynaud  fype 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a befa  blocker  (praclo- 
lol)  have  nol  been  associated  with  propranolol. 
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CLINICAL  NOTE 


Mechanical  Bowel  Preparation  for  Elective  Colorectal  Surgery 


Erminio  Cardi,  MD 


While  a clean  bowel  for  surgery  is  axiomatic,  poor 
bowel  preparation  remains  a nemesis  of  colorec- 
tal surgeons.  Over  the  years,  a wide  range  of 
techniques  have  been  advocated  for  elective,  non- 
obstructing bowel  surgery.  These  include  such 
preoperative  regimens  as  residue-free  diets,  oral 
hyperalimentation,  oral  purgatives,  multiple  ene- 
mas, oral  or  nasogastric  intestinal  irrigation,  and 
oral  osmotic  catharsis.  All  of  these  methods  share 
considerable  disadvantages,  not  the  least  of  which 
is  prolonged  discomfort  for  the  patient.  Among 
the  other  adverse  reactions  are  negative  nitrogen 
balance,  dehydration,  electrolyte  imbalance, 
cramps,  and  fluid  retention.  Most  require  from 
two  to  seven  days  to  work. 

My  personal  experience  with  colonoscopy  has 
been  enlightening,  especially  as  a meticulously- 
clean  bowel  is  essential  for  adequate  exposure, 
inspection,  and  treatment.  Extensive  experience 
with  colonoscopy  has  suggested  that  the  prepara- 
tion used  for  this  procedure  should  serve  equally 
well  as  a mechanical  preparation  of  the  colon  for 
surgery.  Time  has  proven  the  validity  of  this 
hypothesis. 

As  with  bowel  surgery,  various  techniques  have 
been  used  as  a preparation  for  colonoscopy.  The 
Fleet  Colonoscopy  Kit  #2®,  however,  adminis- 
tered on  a 12-hour  schedule  without  soap,  pro- 
vides an  inexpensive,  convenient  bowel  prepara- 
tion with  minimal  patient  discomfort,  resulting  in 
ideal  operating  conditions.  Well-tolerated  by  pa- 
tients, it  is  easily  administered,  thus  saving  costly 
preoperative  hospital  days.  Patients  are  routinely 
admitted  on  the  day  prior  to  surgery,  allowing 
ample  time  for  antibiotic  bowel  prophylaxis  ancl 


Erminio  Cardi,  MD,  is  in  the  private  practice  of 
surgery,  Cranston,  Rhode  Island,  and  attending  physi- 
cian, St.  Joseph  Hospital,  Providence. 


the  12-hour  mechanical  bowel  preparation.  As 
with  all  elective  surgical  admissions,  preadmis- 
sion laboratory  tests  are  performed  three  to  five 
days  before  hospitalization,  ensuring  that  these 
results  are  available  to  the  surgeon  and  anesthe- 
siologist. As  surgeons  become  increasingly  famil- 
iar with  colonoscopy  and  the  efficacy  of  this  sim- 
ple bowel  preparation,  it  will  become  the  stan- 
dard regimen  for  mechanical  cleansing  of  the 
colon  in  elective  bowel  surgerv. 

633  Budlong  Road 

Cranston.  RI  02920  ■ 


Thanks  to  you... 
it  works... 
for  ALL  OF  US 


Unibed  W^y 

This  space  contributed  as  a public  service 
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STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIP.. 

INFLUENCE  AMA  POLICY 


Participate  • Influence  Organized  Medicine  • 
Participate  • Solve  Medical  Staff  Concerns  • 
Participate  • Face  Medical  Staff  Issues  • 
Participate  • Predict  Medical  Staff  lt*ends  • 


AMA  Hospital  Medical  Staff  Section 
Fifth  Assembly  Meeting 
June  13-17, 1985 
Hyatt  Regency  Hotel 
Chicago 

For  Information  Contact: 

American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 
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LETTER  TO  THE  EDITOR 


In  Memory  of  a Humanistic  Physician 


Last  July  21,  Rhode  Island  lost  a prominent 
orthopedic  surgeon  and  anthropologist  with  the 
death  of  Doctor  Michael  E.  Scala.  The  sudden- 
ness of  Doctor  Scala’s  death  profoundly  affected 
us,  making  it  difficult  to  compose  this  letter  be- 
fore now.  The  reverberations  of  the  loss  touched 
not  only  the  medical  and  anthropological 
community,  but  impacted  significantly  on  the 
field  of  thanatology  (the  study  of  death  and 
dying)  nationally  and  internationally. 

Doctor  Scala  was  a pioneer  in  this  field.  In 
1971,  he  was  a co-founder  of  Thanatology 
Associates  of  Rhode  Island,  an  interdisciplinary 
group  of  professionals  and  lay  persons  commit- 
ted to  the  provision  of  educational,  therapeutic, 
and  consulting  services  in  the  areas  of  grief, 
dying,  and  death.  This  was  the  first  group  of  its 
kind  in  the  area. 

A humanistic  physician.  Doctor  Scala  orga- 
nized the  first  courses  on  death  and  dying  for 
medical  students  in  the  Brown  University  Pro- 
gram in  Medicine.  An  ardent  believer  in  the  qual- 
ity of  life,  he  worked  diligently  to  update  the 
state’s  legal  definition  of  death  in  accordance  with 
changing  medical  realities.  He  was  a founding 
member  of  the  International  Work  Group  on 
Death,  Dying,  and  Bereavement  and  was  actively 
involved  with  the  National  Forum  for  Death 
Education  and  Counseling.  Both  organizations 
benefited  profoundly  from  his  unique  combina- 
tion of  academic  and  clinical  acumen. 

Doctor  Scala’s  clinical  work,  his  educational  en- 
deavors, and  his  concern  with  ethics  all  reflected  a 
personal  philosophy  that  embraced  life  in  all  of  its 
vicissitudes  and  complexities.  The  knowledge, 
compassion,  and  spirit  that  were  Mike  Scala  have 
left  an  everlasting  impression. 

fherese  A.  Rando,  PhD 
Marion  A.  Humphrey,  RN,  MA 
N.  Claire  Kowalski,  MSW 
J.  Eugene  Knott,  PhD 
Barbara  Ball,  RN,  BSN 
Esther  D’Orsi 

rhanatology  Associates  of  Rhode  Island,  Inc. 


HMO  MEDICAL  DIRECTOR 

A prominent  local  health  insurer  seeks  an 
exceptional  physician  to  assist  in  the  develop- 
ment and  operation  of  a health  maintenance 
organization  (HMO).  Initial  duties  will  range 
from  provider  recruitment  and  relations  to  the 
development  of  innovative  utilization  review 
arrangements.  Operational  duties  will  include 
overall  medical  responsibility  for  the  HMO. 

Candidates  should  possess  strong  lead- 
ership attributes,  an  interest  in  and  experi- 
ence with  administration  functions,  knowl- 
edge of  medical  economics  (and  preferably 
prepayment),  and  dynamic  interpersonal 
skills. 

Send  curriculum  vitae  in  confidence  to; 

Box  M 

Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  Rhode  Island  02903 

An  Equal  Employment  Opportunity/Atfirmative  Action  Employer 


MUNCHKINS&CO. 


-fine  chi  iJren'^  clothing  and  toys 

6i-ft  Service 

63II  us  with  cin  Idea  ora  price  range 
-for -\hat  special  newborn  or  child's 
giH-up-toage  &. 

We  will  select  ju9t  the  right  present, 
wrapitcincl  rnciil  itdny  where  in  the 
world,nnd  we'/l  charge  it  to  your 
credit  card. 


uegi  The  Arcade  • providence  • 

Mon-Sat  10-6*  Thu  ti  ll  8 • $un  la-g 
free  i/z  hr  purging  with  minimum  purchase 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 


FISKE  PRIZE  FOR  1985 

to  be  awarded  for  an  original  contribution  on 

'The  Doctor-Patient  Relationship: 
Friend  or  Adversary" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descen- 
dant of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 


The  award  for  the  1985  Fiske  Prize  will  be  a maximum  of  $2,500. 
The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1985  to  Secre- 
tary, Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis 
Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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HAVE  YOU  HEARD?  . . . 


According  to  a recent  report  from  the  American 
Medical  Association,  Atlanta  children  who  were 
murdered  in  a series  of  unsolved  homicides 
from  1979  until  1981  shared  some  characteristics 
which  may  have  enhanced  their  vulnerability.  Re- 
searchers from  the  Centers  for  Disease  Control, 
in  an  effort  to  isolate  risk  factors,  performed  a 
retrospective  neighborhood  case-control  study  of 
childhood  homicides.  The  families  of  16  cases 
were  interviewed  as  were  46  control  families  from 
the  same  neighborhoods  who  had  sons  within  one 
year  of  the  age  of  the  victims.  As  most  of  the 
victims  were  male,  only  boys  were  studied.  All  of 
the  victims  were  black,  and  45  of  the  46  control 
children  were  black. 

Among  other  similarities,  the  victims  were 
more  likely  to  have  run  errands  for  hire,  to  be 
found  alone  on  the  streets  or  in  shopping  centers, 
and  to  stay  away  from  home  past  8 pm.  Often 
trusting  of  adults,  many  had  been  in  trouble  with 
the  law  and  had  moved  within  two  years  of  death. 
The  CDC  investigators  conducted  the  project  to 
assist  public  health  authorities  and  police  with 
“taking  appropriate  measures  to  reduce  risks 
should  such  a problem  recur.” 

• • • 

A second  kidney  transplant  may  well  be  success- 
ful in  patients  who  reject  their  first  transplant, 
according  to  researchers  from  the  University  of 
Florida  College  of  Medicine  in  Gainesville.  A 
recent  issue  of  the  Archives  of  Surgery  reports 
on  a series  of  62  patients  who  had  a second  trans- 
plant during  a 16-year  period.  Two  years  after 
the  retransplantation  procedure,  patient  survival 
was  83.9  per  cent  and  53.2  per  cent  of  the  trans- 
planted kidneys  continued  to  function. 

• • • 

The  Vitamin  Nutrition  liiformation  Service 
(V^NIS),  a division  of  Hoffmann-LaRoche,  Inc, 
recently  reported  that  while  Americans  are  re- 
placing heel  and  eggs  in  their  diets  with  chicken 
and  fish,  there  still  are  serious  nutritional  de- 
ficiencies in  many  diets.  The  report,  based  on 
household  surveys  by  \'N1S  and  other  agencies, 
shows  that  17  j)er  cent  of  the  respondents  eat 
more  chicken  and  less  beef  than  they  did  in  1979. 
An  estimated  1 6 per  cent  have  cut  their  consump- 


WARWICK  OFFICE 
SPACE 

Sublease  Available 
on  Tailgate  Road 
Secretary  Available 

For  more  information 
please  call: 

737-9200 


INTERNIST  NEEDED 

Opening  for  board  certified/ 
eligible  internist  (M-F)  to  share 
office  with  subsidized  rent  in 
return  for  some  coverage. 
Busy  medical  building  in 
North  Providence  close  to  all 
hospitals.  Metropolitan  area 
with  good  growth  potential  for 
private  practice  with  many  fu- 
ture options,  including  build- 
ing a substantial  practice. 

For  more  information,  please 
call  353-4390 
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ADAMS  & 
DeCAPORALE 
COUNSELORS  AT  LAW 


General  Law  Practice 
Medical  Collections 


Governor  Financial  Center 
285  Governor  Street 
Providence,  Rhode  Island  02906 
401-421-1364 


PROVIDENCE 

OFFICE  FOR  RENT 


888  Smith  Street 
at  the  corner  of  River  Avenue 


Waiting  Room,  Consultation  Room, 
Four  Examining  Rooms,  Laboratory, 
and  Other  Amenities 


For  more  information  please  call: 
944-6019 


tion  of  eggs  and  21  per  cent  reported  reductions 
in  another  breakfast  staple,  bacon  and  sausage. 
Data  from  the  US  Department  of  Agriculture 
shows  that  an  estimated  20  per  cent  of  the 
population  do  not  receive  adequate  amounts  of 
calcium,  iron,  riboflavin,  magnesium,  and  vita- 
mins A,  B6,  and  C from  their  diets. 

• • • 

The  Sporicidin  Company  recently  introduced  a 
new  disinfectant  designed  to  replace  formalde- 
hyde and  bleach  combinations  for  disinfecting 
dialysis  machines,  dialyzers  for  reuse,  and  the 
dialysis  environment.  Company  officials  describe 
Sporicidin-HD®  as  a safe  glutaraldehyde  which 
can  be  handled  without  gloves  or  masks.  Clinical 
trials  demonstrated  the  nontoxicity  of  the  disin- 
fectant which  will  permit  the  recycling  of  artificial 
kidneys.  Until  now  the  kidneys,  which  cost  up  to 
$20  each,  have  been  discarded  after  one  use.  It 
has  been  estimated  that  the  new  product  could 
potentially  save  $125  million  annually  for  the 
End  Stage  Renal  Disease  (ESRD)  program  which 
subsidizes  renal  dialysis  in  this  country. 

• • • 

According  to  a survey  published  in  Medica,  ajour- 
nal  focusing  on  the  problems  of  female  physi- 
cians, the  average  net  income  of  women  physi- 
cians was  $55,000  in  1983,  while  the  average  for 
the  total  physician  population  was  $106,300. 
Even  after  five  years  in  practice,  58  per  cent  of 
women  physicians  earn  less  than  $50,000  a year. 
However,  by  their  sixth  year  of  practice,  57  per 
cent  of  women  physicians  net  more  than  $50,000 
annually.  The  top-income  women  physicians  in 
1983  were  self-employed  obstetrician/gynecolo- 
gists. Their  medical  median  gross  income  was 
$138,000,  surpassing  that  of  self-employed  gener- 
al surgeons  by  $28,000.  Nearly  25  per  cent  of 
women  physicians  under  35  years  of  age  work  at 
least  a few  hours  a week  at  a health  maintenance 
organization,  while  nearly  two  out  of  ten  women 
physicians  in  this  age  group  are  associated  with  a 
freestanding  medical  clinic. 

• • • 

Chronic  tonsilitis  in  young  adults  may  be  treat- 
able by  drugs  instead  of  surgery,  according  to  a 
new  report  in  the  December  1984  Archives  of  Oto- 
laryngology. Chronically-inflammed  tonsils  in 
adults  contain  more  scar  tissue  which  may  inhibit 


i 
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the  penetration  of  antimicrobial  agents,  note 
Doctor  Itzhak  Brook,  Uniformed  Services  Uni- 
versity for  the  Health  Sciences,  and  colleagues. 
Earlier  use  of  clindamycin  hydrochloride  and  lin- 
comycin  hydrochloride  might  prevent  chronic  in- 
fection. The  superiority  of  the  drugs,  the  re- 
searchers postulate,  may  be  due  to  their  effective- 
ness against  a wide  range  of  microorganisms. 

• • • 

Starting  in  July,  members  of  armed  forces  fami- 
lies who  are  not  listed  in  the  Defense  Enrollment 
Eligibility  Reporting  System  (DEERS)  of  the  US 
Department  of  Defense  risk  denial  of  their 
CH  AMPUS  claims.  The  system  is  a computerized 
data  bank  that  maintains  data  on  all  persons  eligi- 
ble for  military  health  benefits,  including 
CHAMPUS.  Enrollment  also  is  crucial  because 
CHAM  PUS  beneficiaries  will  not  be  able  to  re- 
ceive non-emergency  medical  care  at  service  hos- 
pitals and  clinics  unless  they  are  listed  on  the 
DEERS  rolls.  Members  of  active  and  retired  mili- 
tary families  who  are  uncertain  as  to  whether  they 
are  listed  on  the  DEERS  computer  should  contact 
their  service  personnel  office  for  additional  in- 
formation. 

• • • 

According  to  another  detailed  survey  of  women 
physicians  conducted  by  Medica,  women  doctors 
currently  are  more  likely  to  marry  than  they  were 
30  years  ago.  Nearly  half  of  married  female 
physicians  have  physician  spouses.  For  women 
older  than  40  years  of  age,  divorce  and  separation 
are  more  common  among  physicians  than  in  the 
general  population.  Women  doctors  have  an 
average  of  1.8  children,  comparable  to  the 
national  fertility  rate.  Among  married  women 
physicians  under  age  35  who  have  children,  12 
per  cent  delivered  their  first  child  while  in  medi- 
cal school  and  39  per  cent  during  residency  train- 
ing. 

• • • 

Methylmercury,  one  of  the  more  toxic  environ- 
mental pollutants  in  the  United  States,  has  been 
found  to  interfere  with  fetal  brain  development. 
Doctor  Ben  H.  Choi  of  the  University  of  Califor- 
nia at  Irvine  recently  noted  that  methylmercury 
poisoning  of  pregnant  mice  adversely  affected 
the  development  of  the  cerebellum  in  the 
offspring.  According  to  a report  published  late 


Are  you  working  too 
hard?  Do  you  want  to  ex- 
pand your  practice? 

Board-certified  family  physician 
actively  involved  in  pediatrics, 
gerontology,  occupational  health, 
and  community  medicine  wishes  to 
relocate  to  the  Narragansett  Bay 
area.  Graduate  of  McGill  University. 
Seven  years  active  practice  experi- 
ence. 

Please  contact: 

P.  Terrence  Nugent,  MD 
4158  Dorchester  Boulevard  West 
Westmount,  Quebec  H3Z  1V1  Canada 
514/931-5224 


Blackstone  Valley 
Psychological  Institute 

Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 
401-765-5100 
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Professional  INSTALLMENT  LOANS 

*15,000 

*90,000 

Decision  in  24  to  48  Hours! 

Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  H ills,  California  91 364 


On  East  Side 


PRIME  OFFICE  SPACE 
AVAILABLE 

Three-room  professional  suite  available 
on  first  floor  of  newly-renovated  building. 
Located  on  Waterman  Street  near  Way- 
land  Square  and  Brown  University.  Lim- 
ited parking  available  on  premises;  off- 
street  parking;  public  transportation  to 
door.  Excellent  potential  for  expansion  of 
space  and  parking.  Sublet  or  renegotiated 
lease. 

Please  call: 

521-4220 


last  year  by  the  National  Society  for  Medical  Re- 
search, further  documentation  of  the  pathologi- 
cal changes  caused  by  prenatal  methylmercury 
poisoning  should  “help  scientists  prevent  the  dev- 
astation that  this  deadly  pollutant  can  cause  to  the 
developing  nervous  system.” 

• • • 

One  of  the  most  dangerous  medicosocial  phe- 
nomena in  recent  years  has  been  the  emergence 
of  “chelation  clinics”  for  the  treatment  of  cardiac 
and  peripheral  vascular  disease,  according  to  the 
September  1984  issue  of  the  Archives  of  Internal 
Medicine.  Editor  Doctor  Alfred  Soffer  comments 
that  “not  a single  reputable  cardiovascular  society 
in  the  world  endorses  chelation  therapy  for  the 
treatment  of  atherosclerosis.”  The  procedure  has 
been  condemned  as  worthless  by  virtually  all  con- 
cerned medical  organizations. 

• • • 

The  US  Food  and  Drug  Administration  recently 
approved  the  marketing  of  Monocid®  (cefoni- 
cid),  the  first  injectable  cephalosporin  antibiotic 
agent  to  require  only  one  daily  dosage.  Current 
antibiotic  drugs  require  several  injected  doses 
daily.  Manufactured  by  Smith,  Kline  & French 
Laboratories,  the  new  anti-infective  drug  was  de- 
veloped for  treating  seriously-ill,  hospitalized  pa- 
tients and  for  utilization  during  surgical  proce- 
dures. Company  officials  claim  that  Monocid® 
will  lower  the  cost  of  administration  and  may 
permit  some  hospitalized  patients  to  be  dis- 
charged sooner.  The  company  developed  an  in- 
jectable cephalosporin,  cephazolin®,  as  early  as 
1973.  It  also  introduced  a third-generation 
cephalosporin,  Cefizox®,  in  September  1983. 
Cefizox®  is  intended  especially  for  patients  at 
risk,  including  those  with  concomitant  conditions 
such  as  diabetes,  neutropenia,  alcoholism,  and 
advanced  age. 

• • • 

Herpes  infections  in  children  should  “always  be 
considered  as  a possible  indicator  of  child  abuse,” 
according  to  Doctor  Karen  M.  Kaplan  and  her 
colleagues  from  the  Lhiiversity  of  Pennsylvania 
School  of  Medicine  in  Philadelphia.  Reporting  in 
a recent  issue  of  the  American  Journal  of  Diseases  of 
Children,  they  note  that  sexual  abuse  was 
documented  in  four  of  six  children  under  the  age 
of  13  years  who  were  treated  for  genital  herpes 
simplex  virus.  ■ 
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Before  prescriOing,  see  complete  prescribing  Information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically  serum  K"''  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placentai  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entitles  of  Dyrenlum  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  eiectrolyte  determinations  (particulariy  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis  'C^azide'  interferes  with 
fluorescent  measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  It  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  Intake  of  potassium- 
rich  foods  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function 
Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
ictenjs.  panaeatitis.  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  oaurred  with  thiazides  alone  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported  Impotence  has 
been  reported  in  a few  patients  on  Dyazide'.  although  a causal  relationship 
has  not  been  established 

Supplied:  Dyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (umt-dose)  of  100  (Intended  lor 
mstitutional  use  only);  In  Patienl-Pak'*  unit-of-use  bottles  of  100 
BRS-DI139 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Potassium  - Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide  50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SKGF  CO. 

Carolina.  PR  00630 


The  unique 
red  and  white 
D>-azide*  capsule: 
■Vbur  assurance  of 
SK&F  quality. 


SK&FCo  1983 


Aftera  nitrate, 
addlSOPTlN^ 

(verapamil  HCl/Knoll) 

To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  m patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumongenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions;  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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IGNORANCE 

ISNO 

EIKUSE. 


America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

S America's  productivity 
growth  rate  has  been 

I-  u _ll  X 

slipping  badly  tor  sev- 
eral years  now,  com- 
pared to  that  of  other 
nations.  And  it's  ad- 
versely affecting  each 
and  every  one  of  us. 
We've  all  seen 
plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-mode  products  invading 
our  shores.  It's  oil  port  of  our  declin- 
ing productivity  rote. 

We've  simply  got  to  work  it  out— 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  con  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  oil  the  answers — there  ore  no 
quick  and  easy  ways  out— but  it's  o 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking — and  in  quantity.  Moil 
the  coupon  right  away.  Ignorance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center. 


America. 

Let's  work  together. 


I National  Productivity  Awareness  Campaign 
I P.O.  Box  480,  Lorton,  VA  22079 


Yes,  I would  like  to  improve  my  company's 
productivity.  Please  send  me  a free  copy  of 
"Productivity  the  crisis  that  crept  up  on  us." 
{Quantities  available  at  cost  from  obove 
address.) 


Nome. 


Title. 


2195 


Company. 


I City State Zip. 

I Pleose  allow  4-6  weeks  for  delivery. 
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COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

DIMMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset’"’ 

• More  total  sleep  time' " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^" 

• Patients  usually  awake  rested  and  refreshed'*’ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy''"”' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  m elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAKEs 

flurozepaiTi  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A etal:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A etal 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4,  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Genatr  Soc 
27:541-546.  Dec  1979  6.  Kales  A.  Kales  JD;  J Clin 
Pharmacol  3:140-150,  Apr  1983,  7.  Greenblatt  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Oin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
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DALMANE*  @ 

tiurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  Insomnia  charac- 
tenzed  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurnng  insomnia  or  poor  sleeping  hab- 
its, in  acute  or  chronic  medical  situations  requinng 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI:  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
dunng  the  first  tnmester  Warn  patients  of  the  potential 
nsks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication 
for  a prolonged  penod  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggenng.  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  imtability.  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruntus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphona, 
depression,  slurred  speech,  contusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT.  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g . excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  mciximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manali,  Puerto  Rico  00701 
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FOR  A COMPLETE  NIGHT'S  SLEEP 

IVdAAANEt 

flurQzepQiTT'HCl/Poche 

STANDS  APART 

15-MG/30-M(|  CAPSULES  ^ 


See  preceding  page  for  references  and  summary  of  product  information 
Copynght  © 1984  by  Roche  Products  Inc.  All  nghts  reserved 
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From  Providence,  Rhode  Island  to  Auckland,  New  Zealand. 
The  “Wellness  Wagon”  Goes  Abroad  — see  page  207 
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SYSTEMS  SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 

FREE! 

If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Systems  Solutions  proudly  announces 
its  latest  computer  installation  at  the  practice  of 
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Atwood  Pediatrics 
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HOUSE  APPROVES  SPECIAL  ASSESSMENT 

At  a special  April  3 session,  the  House  of 
Delegates  unanimously  approved  a special 
assessment  of  $100  per  active  member  to 
"finance  a public  relations  campaign  tar- 
geted toward  the  malpractice  crisis."  At 
its  meeting  two  days  earlier  (see  below) , 
the  Council  had  approved  forwarding  the 
recommendation  to  the  House  for  its  con- 
sideration. 

More  than  100  RIMS  members  attended  the 
House  meeting  which  was  open  to  the  mem- 
bership-at-large.  Discussion  during  the 
often  heated  two-hour  meeting  focused  on: 

. . . QnJLQiyiii  0^  the.  S the.  JUA 

In  1975  St  Paul  Marine  & Fire,  which  cov- 
ered some  1,600  Rhode  Island  physicians, 
abruptly  switched  their  insurance  policies 
from  "occurrence"  to  "claims  made."  While 
occurrence  policies  provide  protection  on  a 
retrospective  basis  against  future  claims, 
"claims  made"  policies  cover  only  those 
claims  which  are  filed  when  the  policy  is 
in  effect.  At  the  time,  it  was  alleged 
that  the  insurance  industry  was  attempting 
to  recoup  some  of  its  investment  losses  of 
the  early  1970s. 

Shortly  thereafter,  St  Paul  and  the  other 
commercial  carriers  announced  that  malprac- 
tice insurance  coverage  would  not  be  sold 
after  July  1,  1976.  A special  malpractice 
commission,  chaired  by  then  Lieutenant 
Governor  J.  Joseph  Garrahy,  recommended 
establishment  of  an  insurance  risk  pool 
to  provide  a continuing  stable  source  of 
professional  liability  insurance  for  all 
Rhode  Island  health  care  providers. 

In  June  1975  the  Rhode  Island  Department  of 
Business  Regulation  adopted  an  emergency 
regulation  establishing  the  Joint  Under- 
writing Association  (JUA) , an  action  rati- 
fied shortly  afterward  by  the  General 
Assembly.  The  JUA  is  not  an  insurance 
company  as  commonly  understood,  but 
rather  a risk  pool  under  the  control  of 


the  Department  of  Business  Regulation  sup- 
ported by  200  casualty  underwriters  in  the 
state.  While  the  JUA  resolved  the  immedi- 
ate crisis  concerning  the  availability  of 
malpractice  coverage,  premiums  started  to 
increase  substantially  and  claims  kept  accu- 
mulating until  nearly  800  cases  were 
pending  last  year.  Since  1980  premiums  have 
increased  more  than  124  per  cent,  and  on 
April  17  the  JUA  filed  a proposed  135  per 
cent  rate  hike  for  the  premium  year  starting 
July  1,  1985. 

. . . HAj>toH.g  TohX. 

During  the  1975  and  1976  legislative  session, 
the  General  Assembly  enacted  a series  of  re- 
forms intended  to  modify  the  tort  system, 
including:  establishment  of  the  Board  of 

Medical  Review;  a mandatory  continuing  educa- 
tion requirement  for  all  physicians;  creation 
of  pre-trial  screening  panels;  and  modifica- 
tions in  the  informed  consent  requirements, 
ad  damnum  provision  (which  allowed  a claimant 
to  sue  for  a specific  dollar  amount) , doctrine 
of  ^£4  dp-60.  ZoqudtuA  ("the  thing  speaks  for 
itself"),  collateral  source  rule,  and  statute 
of  limitations.  Screening  panels  and  other 
major  provisions  of  the  1975-76  legislative 
package  subsequently  were  struck  down  by  the 
courts,  although  the  Board  of  Medical  Review 
and  the  CME  requirement  still  remain  in 
effect . 

In  1984,  the  Society  introduced  a five-part 
legislative  package  which  would  have  limited 
awards  for  "pain  and  suffering,"  established 
qualifications  for  expert  witnesses,  amended 
the  collateral  source  rule,  reduced  the  in- 
terest rate  on  judgments,  and  required 
structured  payments.  In  lieu  of  acting  on 
the  package,  the  General  Assembly  authorized 
establishment  of  another  malpractice  commis- 
sion. Despite  the  Society’s  protests  over 
the  lack  of  action,  the  last  member  of  the 
Commission  was  not  appointed  until  January 
1985,  and  only  as  a result  of  continuous 
pressure  from  RIMS  was  the  first  meeting 
held  in  early  April.  During  the  1985  legis- 
lative session,  Dr  Healey  told  the  House  of 
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SPECIAL  ASSESSMENT  (continued) 

Delegates,  a reform  package  modeled  after 
a Louisiana  statute  was  introduced  and 
one  hearing  held.  The  bill  died  in  com- 
mittee. 

. . . ExpoAlzncQ,  OjJ  the  JUA 

Dr  Kenneth  E.  Liffmann,  Chairman  of  the  JUA 
Board  of  Directors,  told  the  assembled  dele- 
gates and  other  physicians  that  as  the  result 
of  ten  years'  experience,  the  JUA  has  accumu- 
lated data  which  indicate,  among  other 
things,  that  a small  proportion  of  physicians 
are  responsible  for  a large  number  of  claims. 
To  date,  the  JUA  has  paid  approximately  $19 
million  in  claims,  of  which  24  per  cent  is 
traceable  to  fewer  than  a dozen  physicians. 
Obstetricians  are  responsible  for  19  per 
cent  of  the  award  dollar  with  orthopedic 
surgeons  following  as  a close  second. 

Noting  that  the  commercial  carriers  have 
withdrawn  entirely  from  the  malpractice 
market  in  Rhode  Island,  Dr  Liffmann  told 
the  House  of  Delegates  that  the  JUA  is  re- 
quired by  law  to  cover  all  licensed  health 
care  providers  and  must  insure  poor  risks. 

. . . E^^ecttveneM  the  Boa/id 
MecUcaZ  Revteu} 

Several  delegates,  citing  Dr  Liffmann' s 
report,  questioned  the  effectiveness  of 
the  Board  of  Medical  Review.  As  the 
"watchdog  agency"  for  physician  license- 
holders  in  Rhode  Island,  the  Board  is  em- 
powered to  investigate  complaints  and  to 
revoke  licenses  when  justified.  It  recently 
has  come  to  public  attention  as  the  result 
of  local  press  coverage  of  an  editorial  and 
paper  in  the  Meu)  England  JouAnat  o{^  lAedtaine 
in  which  Rhode  Island  was  ranked  45th  in 
terms  of  actions  taken  during  1982  by 
state  regulatory  boards. 

Although  the  effectiveness  of  the  Board 
cannot  be  evaluated  solely  on  the  basis 
of  the  number  of  revoked  licenses,  members 
of  the  House  questioned  its  credibility  in 
light  of  reports  that  a comparatively  small 
number  of  physicians  were  responsible  for 
a large  proportion  of  paid  JUA  claims  and 
settlements.  Dr  Healey  emphasized  that 
the  Board  would  be  a "priority"  item  on 
the  agenda  of  the  recently-convened  legis- 
lative malpractice  commission.  Meanwhile, 
as  part  of  the  1985  budget  package.  Governor 
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Edward  D.  DiPrete  has  recommended  transfer-, 
ring  the  Board  to  the  Department  of  Health. 

It  currently  is  an  independent  agency  repor- 
ing directly  to  the  General  Assembly.  j- 

. . . ilheAe  Vo  We  Go  fAom  HeAe?  (;rs 

Noting  that  the  malpractice  problem  has  "norr: 
quick  fix,"  Dr  Healey  outlined  the  proposedjij:. 
strategy  for  dealing  with  skyrocketing  mal-lfe;: 
practice  premiums:  B:: 

h:i 

• The  special  assessment  will  be  used  to 
finance  a public  relations  program  develj'?s 
oped  by  the  Providence  firm  Duffy  & Shant;.- 
to  "generate  greater  public  understandinj 
of  the  challenges  and  problems  of  the  meifci 
cal  profession."  The  program  is  intendeil: 
to  lay  the  groundwork  for  introduction  o 

a comprehensive  tort  reform  proposal  duri't 
ing  the  1986  legislative  session. 

• Strengthening  the  effectiveness  of  the  j« 

Board  of  Medical  Review  will  be  a "prior; 
ity  issue"  for  the  legislative  Malpractit 
Commission,  Dr  Healey  told  the  House  of  | 
Delegates.  At  its  organizational  meetinj 
in  early  April,  Commission  members  electH 
Sen  Michael  B.  Forte  (D,  47th  District)  ji 
as  chairman.  As  the  result  of  objection; 
from  the  Society,  three  additional  physij 
cians  have  been  appointed  as  Commission  . 
members.  Dr  Healey  originally  had  been  i 
the  only  physician  on  the  15-member  pane| 
dominated  by  attorneys.  j 

• Since  early  1984,  RIMS  has  been  represent 

at  three  major  national  conferences  on  mj. 
practice.  Society  representatives  also  ij 
have  been  meeting  regularly  with  insurant; 
and  actuarial  consultants  to  investigate 
alternatives  to  the  JUA  and  other  option^ 
such  as  "no  fault"  insurance  and  contract 
between  the  patient  and  physician.  | 

I 

"The  malpractice  crisis,"  Dr  Healey  told  th<j 
House,  "at  the  very  least  has  drained  the  fip 
from  medical  practice  and  may  well  force  soi|> 
physicians  to  close  their  practices."  Agre([ 
ing  with  this  assessment  of  the  exploding  ‘ 
crisis,  the  delegates  approved  the  basic  j. 

strategy  as  proposed  and  called  upon  all 
active  members  to  remit  the  special  assess- 
ment as  quickly  as  possible.  I 

COUNCIL  APPROVES  1985-1986  SLATE  | 

Dr  Herbert  Rakatansky,  Providence  gastro-  f 
enterologist , will  assume  the  presidency 
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r if  the  Rhode  Island  Medical  Society  at  the 
74th  Annual  Meeting  on  May  29.  Other  can- 
.Idates  approved  by  the  Council  include: 
irs  Kenneth  E.  Liffmann,  Providence  sur- 
;eon,  President-Elect;  Milton  W.  Hamolsky, 
rovidehce  internist.  Secretary;  Patricia  A. 
yzinski,  Bristol  internist.  Treasurer; 
eter  D.T.  Clarisse,  Newport  radiologist, 
peaker  of  the  House;  and  Richard  G. 
ertini,  Pawtucket  orthopedic  surgeon, 
'ice-Speaker . Dr  Paul  J.M.  Healey, 

'awtucket  surgeon,  will  become  Immediate 
'ast  President. 


'he  slate  of  candidates  is  to  be  submitted 
:o  the  House  on  May  29. 

n other  actions  at  its  April  1 meeting, 
he  Council : 


ji  authorized  forwarding  its  recommenda- 
> tion  for  a $100  special  membership 
t assessment  on  the  malpractice  crisis 
to  the  House  of  Delegates  (see  related 
ig  report  on  page  197)  . 

:s 

|i  approved  forwarding  proposed  bylaws 
changes  to  the  House  of  Delegates. 

^ The  intent  of  the  revisions  is  to  re- 
move outdated  language  from  the  current 
bylaws,  create  a separate  constitution, 
ill  streamline  the  composition  of  the 

Council,  and  restructure  the  House  of 
Delegates  to  grant  representation  to 
It  hospital  medical  staffs. 

Ic 

» authorized  sending  the  President, 

IS  President-Elect,  Delegate,  Alternate 
li  Delegate,  and  Executive  Director  to  the 
i3  AMA  Annual  Meeting,  June  16-20,  1985, 

;tl  Chicago. 


» asked  Drs  Charles  P.  Shoemaker,  Jr., 
e Immediate  Past  President  and  Orazio  J. 
u Basile,  President,  Woonsocket  District 
c Medical  Society,  to  meet  with  legal 
e counsel  to  develop  a strategy  for  re- 
solving membership  complaints  against 
Blue  Cross  & Blue  Shield  of  Rhode 
I Island.  The  Council’s  action  was  taken 
: in  response  to  documented  reports  that 

I at  least  ten  of  the  state's  ophthalmolo- 
gists have  accumulated  outstanding  ac- 
counts receivable  of  $100,000  each  for 
Medicare  claims  during  a recent  three- 
month  period. 


AMA  ANNOUNCES  FIRST  NATIONAL  MEDICAL 
STAFF  CONFERENCE 

The  American  Medical  Association  will  sponsor 
the  first  national  conference  developed  solely 
for  hospital  medical  staffs  on  October  17-19, 
Washington,  DC.  The  session,  "Hospitals  and 
Medical  Staffs:  Meeting  the  Challenges  of 

Today  and  Tomorrow,"  will  feature  plenary  meet- 
ings and  workshops  on  such  topics  as  recent 
legal  decisions,  the  involvement  of  medical 
staffs  in  hospital  planning  activities,  de- 
lineation of  clinical  privileges,  external 
control  of  hospitals,  changing  payment  sys- 
tems, and  resolution  of  internal  disputes. 

Organized  by  the  AMA  Section  on  Hospital 
Medical  Staffs,  the  three-day  session  is  in- 
tended to  focus  on  "methods  for  improving 
the  efficiency  and  effectiveness  of  medical 
care  provided  in  hospitals." 

Registration  will  be  limited  to  700  partici- 
pants with  a limit  of  three  institutional 
representatives  from  each  hospital.  Addi- 
tional information  and  registration  forms 
are  available  from  the  AMA  Division  of  Pro- 
fessional Relations,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


FAILURE  TO  DIAGNOSE  CANCER  TOPS  LIST 
OF  OUTPATIENT  MALPRACTICE  CLAIMS 

During  the  25-month  period  ending  June  1984, 
the  failure  to  diagnose  cancer  accounted 
for  more  than  10  per  cent  of  the  3,057  claims 
filed  with  St  Paul  Marine  & Fire  against  phy- 
sicians and  clinics  for  outpatient  therapy. 

Other  leading  claims  allegations  were  the 
failure  to  diagnose  fracture,  dislocation, 
pregnancy-related  problems,  and  infection; 
mismanagement  of  adverse  drug  reactions,  in- 
fection and  fracture;  and  prescription  of 
an  incorrect  drug.  These  allegations  were 
responsible  for  nearly  half  of  the  claims 
filed  against  physicians,  hospitals,  and 
clinics  during  the  same  period. 

On  a related  issue,  the  Hospital  Association 
of  Rhode  Island  recently  reported  that  mal- 
practice insurance  premiums  for  the  16  volun- 
tary hospitals  in  the  state  have  reached  a 
total  of  $5  million  or  approximately  $41  per 
patient  admission. 
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ANNUAL  MEETING  TO  BE  HELD  THIS  MONTH 

It  is  not  too  late  to  reserve  your 
space  at  the  174th  Annual  Meeting  of 
the  Rhode  Island  Medical  Society,  to 
be  held  Wednesday,  May  29,  at  the 
Providence  Marriott  Hotel. 

Highlights  of  the  day-long  session  in- 
clude an  open  membership  luncheon; 
presentation  of  the  Charles  V.  Chapin 
Oration  by  Dr  Arnold  S.  Reiman,  Edi- 
tor, New  England  Journal  of  Medicine; 
a speech  by  incoming  AMA  president 
Dr  Harrison  L.  Rogers  to  the  House 
of  Delegates;  the  Presidential  Ad- 
dress of  Dr  Paul  J.M.  Healey;  and 
a gala  dinner  dance.  Category  1 con- 
tinuing medical  education  credit 
will  be  offered  to  physicians  attend- 
ing the  Chapin  Oration. 

Encouraging  all  members  to  save 
May  29,  President  Dr  Healey  said, 

"In  one  day,  you  will  have  the  oppor- 
tunity of  hearing  one  of  the  most  in- 
fluential medical  editors  in  the 
country,  receiving  Category  1 CME 
credit,  talking  with  the  next  AMA 
president,  proposing  your  solution 
to  the  malpractice  crisis,  and 
dancing  . . . it's  a bargain." 

Luncheon  tickets  are  $10/person  and 
dinner  tickets  $30  each.  For  addi- 
tional information  and  reservation 
forms,  call  the  Society's  offices 
at  331-3207. 


HEALTH  DEPARTMENT  WARNS  AGAINST 
LIQUID  DIET  PLANS 

The  Rhode  Island  Department  of  Health  re- 
cently cautioned  physicians  against  ap- 
proving the  use  of  nationally-advertised 
liquid  protein  diets  by  their  patients. 
The  statement  was  issued  after  numerous 
callers  to  the  Department's  "nutrition 
hotline"  alleged  that  their  physicians 
had  consented  to  their  using  these  pro- 
ducts for  weight  loss. 

Health  Department  officials  warned  that 
the  liquid  diets,  which  generally  call 


for  replacing  two  out  of  three  meals  with 
a protein  liquid  powder  mixed  with  juice 
or  milk,  provide  insufficient  calories  and 
protein.  The  US  Food  and  Drug  Administra- 
tion has  received  numerous  complaints,  in- 
cluding reports  of  nausea,  constipation, 
headaches,  and  stomach  cramps.  Moreover, 
others  have  suggested  that  these  diets 
may  well  be  inherently  dangerous  and  that 
all  very  low  calorie  plans  must  include 
appropriate  medical  supervision  and  labora- 
tory monitoring. 

Concerns  also  have  been  raised  that  promot- 
ers of  some  liquid  diet  plans  cite  unsci- 
entific "evidence"  such  as  the  claim  that 
the  herbs  featured  in  a popular  diet  func- 
tion as  an  appetite-suppressant. 

Additional  information  is  available  from 
Tricia  Leddy,  RI  Department  of  Health 
Office  of  Nutrition  Services  at  277-2309. 


WORTH  WRITING  FOR  . . . 

• A useful  summary  of  AMA  data  concerning 
physician  and  public  attitudes  toward 
malpractice,  the  public  image  of  physi- 
cians, and  the  cost  of  medical  care  has 
been  published  by  the  AMA  Department  of 
Surveys  and  Opinion  Research. 

Single  copies  of  "Physician  and  Public 
Attitudes  on  Health  Care  Issues"  are 
available  at  no  charge  from  the  Depart- 
ment at  535  North  Dearborn,  Chicago, 
Illinois  60610. 

• A new  monograph , Delineation  of  Clinical 
Privileges;  A Guide  for  Hospital  Medi- 
cal  Staffs,  discusses  the  various  methods 
and  criteria  for  delineating  clinical 
privileges  and  evaluates  the  effective- 
ness of  each.  It  is  available  for  $20/ 
copy  (plus  $1.50  handling  charge)  from: 
AMA  Order  Department  OP-340,  PO  Box 
10946,  Chicago,  Illinois  60610. 

• Also  available  from  the  AMA  is  a three- 
part  report  on  medical  malpractice  ori- 
ginally published  as  special  supplements 
to  American  Medical  News. 

"Professional  Liability  in  the  80s" 
provides  easily-accessible  information 
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concerning  the  origins  of  the  current  crisis, 
changes  in  state  court  law  and  judicial  chal- 
lenges, professional  liability  insurance, 

. and  the  AMA’s  proposed  action  plan.  Single 
j copies  are  available  at  no  charge  from  the 
i Office  of  the  General  Counsel,  535  North 
I Dearborn,  Chicago,  Illinois  60610. 

I 

i PUSH  YOUR  PATIENTS  IN  THE  POOL 

Together  with  the  Southeastern  Cluster  of 
YMCAs,  the  Society  this  month  will  launch 
a program  to  help  physicians  encourage 
their  sedentary  patients  to  become  more 
active.  The  "Good  Health  Prescription" 
is  intended  to  reinforce  the  public  per- 
ception that  physicians  are  concerned 
about  preventive  measures  and  to  introduce 
more  persons  to  YMCA  facilities  and  ser- 
vices . 

1 It  is  intended  for  persons  in  otherwise 
good  health  who  could  benefit  from  regular 
exercise.  Excluded  are  those  whose  medi- 
cal conditions  would  be  exacerbated  by 
vigorous  activity. 

j To  "prescribe"  exercise  for  their  patients, 
j physicians  should  write  "free  pass  to  the 
YMCA"  on  their  prescription  form  with  the 
patient's  name.  The  pass  will  entitle  the 
I recipient  to  Information  concerning  exercise 
I programs  available  at  the  facility,  intro- 
duction to  a professional  physical  educa- 


tion staff  member,  and  a free  pass  to  one 
adult  recreational  swim  period.  Participat- 
ing YMCAs  include  facilities  in  Providence 
(Downtown  and  East  Side),  Barrington,  Cran- 
ston, Warwick  (Kent  County  YMCA) , Peace  Dale 
(South  County  YMCA) , Middleton  (Newport  Coun- 
ty YMCA),  Pawtucket,  Smithfield,  and  Seekonk 
(Newman  YMCA) . 

PERIPATETICS 

Members  recently  in  the  news  are: 

• Dr  Charles  E.  Millard,  RIMS  past  president, 
was  named  chairman  of  the  newly-established 
Committee  on  Medical  Ethics  of  the  American 
Academy  of  Family  Physicians.  He  also  will 
participate  in  an  invitational  course  on 
bioethics  sponsored  by  the  Kennedy  Insti- 
tute of  Ethics  at  Georgetown  University  in 
June . 

• Recipient  of  the  prestigious  Terese  Lasser 
Award  of  the  American  Cancer  Society  was 
Dr.  Frances  P.  Conklin,  immediate  past 
president  of  the  Providence  Medical  Associa- 
tion. The  award  is  presented  in  honor  of 
the  mastectomy  patient  who  developed  the 
"Reach  for  Recovery"  program  for  women  re- 
covering from  breast  cancer. 

Dr  Conklin  was  cited  for  her  efforts  in 
promoting  the  "Reach  for  Recovery"  pro- 
gram and  in  training  volunteers. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

INSURANCE  PROTECTION  FOR  YOUR  PRACTICE 

Basic  insurance  protection  of  your  office  and  its  assets  involves  one  of  the  most 
straight-forward  policies  available.  The  coverage  necessary  to  protect  against  da- 
mage caused  by  water,  fire,  and  natural  disasters  is  called  a multi-peril  or  pack- 
age policy.  Written  in  consultation  with  your  broker  or  agent,  it  should  cover  all 
anticipated  risks,  subject  to  such  common  policy  exclusions  as  earthquake,  flood, 
and  wear  and  tear  resulting  from  normal  use. 

Among  the  key  provisions  to  look  for  are: 

• A.c.C0(iyvt{>  ^Q-CeyLVabZe.:  As  one  of  your  most  valuable  practice  assets  and  the  most 

vulnerable  to  water  and  fire  damage,  your  accounts  receivable  should  be  adequate- 
ly insured  to  cover  reproduction  expenses  and  the  amounts  rendered  uncollectable 
by  the  loss.  If  you  decide  against  insurance,  you  should  take  steps  to  store  a 
duplicate  copy  in  a fire  proof  safe  outside  the  office.  Another  option  is  to 
use  a computer  billing  service,  thereby  assuring  that  copies  exist  outside  your 
office . 
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• VHXLdtyLCLQ,  ZntZMJuxptJ^OYi  and  oxtAn,  expend g.  cougAO-gg.:  These  provisions  insure  you  ^ 

against  lost  income  and  moving  expenses  when  you  are  forced  to  relocate  your 
practice  temporarily  or  permanently  as  a result  of  a covered  loss.  Such  expenses  | 
typically  include  the  cost  of  moving,  renting  new  space  and  equipment,  and  in-  I 
stallation  of  a temporary  phone  system.  | 

• OVQAhQ,ad'.  A type  of  disability  insurance  which  covers  your  office  instead 
of  your  earnings,  office  overhead  policies  provide  reimbursement  for  fixed  office 
expenses  if  you  become  disabled.  Among  the  typically  insured  expenses  are  staff 
salaries,  rent,  and  premiums  for  casualty  and  malpractice  insurance.  Premiums 
for  office  overhead  policies  are  considered  a tax-deductible  business  expense 

for  both  individual  proprietorships  and  corporations.  Benefits  generally  are  ( 

collectable  for  total  disability  only. 

( 

• covoAago.:  This  covers  the  practice  against  potential  losses  resulting  j 

from  embezzlement,  property  theft,  or  credit  card  forgeries  by  employees. 

• The  amount  of  coverage  necessary  will  depend  on  your  office  location  and 
the  amount  of  cash,  securities,  and  other  valuables  kept  by  the  practice.  If 
you  have  valuable  artwork  or  antiques  in  the  office,  you  should  consider  a fine 
arts  rider.  While  most  burglaries  are  committed  with  the  intent  of  obtaining  nar- 
cotics and  represent  a comparatively  low  cash  loss,  your  policy  should  cover  any 

• resultant  property  damage.  ' 

• PubZyCC  IMlbdJAXy:  These  provisions  cover  the  many  accidents  which  could  occur  • 

in  or  near  your  office  which  are  unrelated  to  negligence  by  you  or  your  staff, 

such  as  a patient's  tripping  on  a sidewalk  or  a coat  being  stolen  from  your 
waiting  room. 

• Aiitomob-iZo.  tdjibdJLLty • Your  risk  exposure  to  liability  stemming  from  the  use  of 
an  automobile  for  practice  functions  could  assume  many  forms.  In  addition  to 
purchasing  coverage  for  yourself,  you  should  also  protect  against  accidents  by 
employees  using  either  your  car  or  their  own  for  practice-related  activities. 

While  one  solution  is  to  include  your  employees  in  your  own  automobile  liability 
policy,  an  alternative  would  be  to  purchase  protection  in  a non-ownership  auto- 
mobile liability  plan. 

• Umb-te/Xa.  coveAjZge.:  As  the  name  implies,  umbrella  policies  provide  an  extra 

measure  of  protection  against  all  forms  of  general  liability  by  increasing  the 
reimbursement  ceiling  once  the  limits  of  your  basic  coverage  are  exhausted. 

They  also  provide  coverage  for  liability  exposures  not  covered  by  your  regular 
policies  although  typically  a specific  amount  of  loss  must  be  absorbed  first. 

Depending  on  your  own  practice  requirements  and  assets,  you  also  should  consider  in- 
suring against  other  potential  risks,  including:  1)  if  you  own  the  building  where 

the  practice  is  located,  the  structure  also  should  be  insured  against  loss  and  da- 
mage. Loss-of-rent  income  coverage  is  available  if  you  lease  out  portions  of  the 
building;  2)  Renters  should  adequately  protect  such  leasehold  improvements  as  panel- 
ing, lighting,  partitions,  floor  coverings,  and  sound  and  security  systems;  3)  A 
physicians'  and  surgeons'  floater  protects  valuable  equipment  and  instruments  trans- 
ported  for  hospital  rounds  or  for  use  in  satellite  clinics;  and  4)  Insurance  also  | 

is  available  to  cover  the  expense  of  reconstructing  medical  records  and  other  valuable 
documents  if  they  are  destroyed. 

RegoAdte^6  tkz  typo,  and  zxXe,nt  -iyUiUAanc.2,  coveAage  you  puAcka&e,,  one.  dmpoAXant 
c-auectt  app-tle^:  Make  ceAtcUn  that  youn.  potlete^  pn.ovtde  ion.  the  n,epZaeement  eoi,t^, 

not  the  punehoie  pntee,  oi  the  tn(>un.ed  anttele6. 
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Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


MEDICAL  CLEARING  BUREAU 

COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 


I 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr'..,.WHY  SHOULD  YOU? 

• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bu’  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANSION  STRHHT,  CRANSTON,  R1  02920 

943-1211 


RI  TOLL  FREE  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same'Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  Otolaryngol- 
ogists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 


( 
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While  the  "Wellness  Check"  wagon  has  become  a familiar  sight  at  schools,  businesses,  and  malls  throughout  Rhode  Island,  its 
influence  extends  far  beyond  the  borders  of  the  Ocean  State.  As  the  result  of  microcomputers,  this  health  risk  appraisal  program 
provides  immediate  feed-back  on  potential  health  problems  to  both  the  screened  participants  and  their  sponsoring  organization. 
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Why  I 

Joined 

the 
Ocean 
State 
Master 
Health 
Plan. 


I was  concerned  about  what  “Health 
(^are  Q)mpetition”  would  do  to  my 
private  practice. 

So,  1 looked  into  Ocean  State  Master 
Health  Flan.  In  Rhode  Island  there  are 
over  600  panicipating  physicians  already 
in  the  plan  and  their  numbers  keep 
growing  because; 

1.  Ocean  State  allows  them  to  keep 
their  patients. 

2.  Ocean  State  was  developed  and  is  run 


by  physicians  who  understand  the 
needs  of  doctors  in  private  practice. 

3.  Ocean  State  is  rational,  reasonable, 

courteous  and  responsive  to  its  par- 
ticipating providers. 

4.  In  less  than  a year  Ocean  State  has 

grown  from  1700  to  over  20,000 
members. 

To  contact  OSMH  call  273-7050  for 
complete  information.  You’ll  soon  see 
why  so  many  doctors  are  joining. 


Ocean  State  ^ 
Master  Health 

Ocean  State  Master  Health  Plan,  Inc. 
Nobody  Treats  Your  Health  With  So  Much  Care 


339  Edd>'  Street,  Providence,  R1  02903  (401 ) 273-7050  or  ToU  Free  1-800-451-5109 
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DRGs  for  Docs? 


As  Congress  and  the  Reagan  Administration 
search  for  additional  ways  of  restraining  Medi- 
care costs,  it  is  likely  that  legislative  proposals  to 
require  a diagnosis-related  group  (DRG)  based 
reimbursement  system  for  physician  services  in 
hospitals  soon  will  be  considered  seriously  by  the 
99th  Congress.  Last  year  Senator  Edward  M. 
Kennedy  (D,  MA)  and  Representative  Richard  A. 
Gephardt  (D,  MO)  introduced  legislation  which 
would  provide  for  a single  payment  for  both  hos- 
pital and  physician  services.  The  Kennedy- 
Gephardt  bill  also  would  have  extended  the  DRG 
system  to  all  payers,  not  just  Medicare,  and 
assignment  would  become  mandatory,  thus  at 
long  last  putting  a rigid  ceiling  on  physician  reim- 
bursement. 

While  the  proposal  died  with  the  adjournment 
of  the  98th  Congress  last  fall,  the  campaign  to 
impose  DRGs  on  physicians  is  very  much  alive. 
The  Kennedy-Gephardt  package  was  reintro- 
duced earlier  this  year.  In  January  the  White 
House  Working  Group  on  Health  Policy  and  Eco- 
nomics advocated  a prospective  payment 
mechanism  for  physician  services  as  part  of  its 
long-range  recommendations  on  the  solvency  of 
the  Medicare  program.  The  Health  Care  Financ- 
ing Administration,  the  agency  responsible  for 
administering  Medicare,  is  working  under  a Con- 
gressional directive  to  publish  its  recommenda- 
tions on  DRGs  by  this  July.  Its  recommendations 
no  doubt  will  include  extending  DRGs  to  physi- 
cian services  in  hospitals. 

Proponents  of  the  DRG  approach  contend  that 
it  would  reduce  Medicare  expenditures  in  three 
ways.  First,  it  would  provide  incentives  for  short- 
er hospital  stays,  result  in  fewer  tests  and  proce- 
dures for  each  Medicare  patient,  and  encourage 
more  outpatient  care.  Second,  DRGs  would  impel 
physicians  to  act  as  “gatekeepers,”  increasing 
their  efforts  to  monitor  all  care  provided  to  pa- 


tients. Third,  the  current  system  of  paying  hos- 
pitals under  a DRG  mechanism  and  physicians  on 
the  basis  of  individual  units  of  service  creates 
contradictory  and  costly  incentives  for  hospitals 
and  their  medical  staffs. 

Opponents  are  equally  emphatic.  There  is  no 
evidence  that  a DRG  system  for  physicians  could 
be  implemented,  save  money,  or,  more  impor- 
tantly, protect  the  quality  of  patient  care.  One  of 
the  most  serious  problems  with  the  extension  of 
DRGs  to  physician  services  is  the  lack  of  experi- 
ence and  hard  data.  While  surgeons  typically  re- 
ceive a global  fee  and  although  there  is  consider- 
able information  available  concerning  capitation 
payments  made  by  health  maintenance  organiza- 
tions, there  is  no  experience  with  a per-case  reim- 
bursement system  that  includes  all  of  the  medical 
and  surgical  care  provided  to  a single  patient. 
Moreover,  DRGs  could  encourage  physicians  to 
spend  less  time  with  their  patients  and  to  recom- 
mend fewer  referrals,  thus  accentuating  the  pur- 
ported tendencies  of  the  hospital  DRG  system  to 
result  in  less  than  needed  care.  In  fact,  the  Gener- 
al Accounting  Office,  in  a recent  preliminary  re- 
port prepared  for  the  Senate  Aging  Committee, 
found  that  skilled  nursing  facilities  and  home 
health  agencies  are  treating  sicker  patients  than 
before  the  DRG  system  was  in  place,  due  to  ear- 
lier discharges. 

How  would  the  pricing  of  physician  services 
actually  work  in  practice?  Under  the  most  likely 
system,  physicians  would  receive  a fixed  amount 
for  all  physician  services  provided  to  Medicare 
inpatients  with  a given  diagnosis.  All  outpatient 
care  associated  with  the  hospital  stay  jjrohably 
would  be  included  in  the  fixed  payment  made  lor 
the  DRG.  Because  of  lack  of  data  and  other 
limitations,  outpatient  care  not  related  to  a hos- 
pital episode  would  not  in  all  likelihood  he  amen- 
able to  inclusion  in  a DRCi  system.  Such  outpa- 
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dent  care,  however,  could  be  converted  from  the 
current  fee-for-service  method  to  some  form  of 
fee  schedule  while  the  data  are  being  developed. 

In  general  terms,  it  is  more  than  likely  that  a 
DRG  system  for  physicians  would  closely  resem- 
ble the  method  already  in  place  for  determining 
basic  hospital  rates.  A scale  of  relative  weights 
would  be  established  for  the  types  of  physician 
services  provided  to  patients  in  each  DRG  classi- 
fication. They  might  reflect  either  the  statistical 
patterns  of  current  physician  charges  or  judg- 
ments concerning  appropriate  relative  values  of 
the  various  DRGs.  To  determine  the  amount  the 
physician  would  receive,  this  relative  weight 
would  be  multiplied  by  a specific  dollar  amount. 

Because  of  the  lack  of  hard  data,  it  is  more 
difficult  to  measure  the  potential  impact  of  a 
DRG  system  on  payment  levels  for  individual 
physicians.  It  is  known  that  DRGs  have  a signifi- 
cant potential  for  substantial  gains  or  losses.  A 
private  consultant  under  government  contract 
recently  studied  millions  of  1982  Medicare  claims 
from  four  states  and  calculated  the  average  of 
what  physicians  would  have  received  that  year  for 
their  services  to  hospital  inpatients  under  a DRG 
payment  scale.  While  the  researchers  found  that 
physician  charges  for  surgical  procedures  were 
remarkably  consistent,  the  reimbursement  for 


RIMS  and  Unified  Membership 

The  term  “unified  membership”  has  been  de- 
fined by  the  Board  of  Trustees  of  the  American 
Medical  Association  as  a bylaw  requirement  by  a 
state,  county,  or  specialty  society  that  a member 
of  such  society  must  also  be  a member  of  the 
American  Medical  Association.  Currently  only 
one  state  medical  society,  three  county  medical 
societies  in  non-unified  states,  and  one  national 
medical  specialty  society  are  unified.  This 
accounts  for  approximately  nine  per  cent  of  the 
AMA  membership. 

The  benefits  of  AMA  activities  accrue  equally 
to  both  unified  and  non-unified  societies.  And,  in 


medical  services  varied  dramatically.  This  sug- 
gests that  “physicians  would  be  either  significant- 
ly overpaid  or  underpaid  for  nearly  every  medi- 
cal service.”  Moreover,  individual  physicians’ 
gains  and  losses  would  vary  by  medical  specialty. 
Although  general  practitioners  and  family  physi- 
cians would  receive  an  average  of  $26  more  per 
case  than  under  the  current  system,  more  special- 
ized practitioners  such  as  cardiologists  and 
neurologists  would  stand  to  lose  up  to  $89. 

Still  to  be  addressed  is  the  problem  of  who 
would  actually  receive  the  Medicare  payment. 
Under  the  Kennedy-Gephardt  proposal,  it  would 
be  either  the  hospital  or  a physicians’  organiza- 
tion. Senator  David  Durrenberger  (R,  MN),  also  a 
proponent  of  extending  DRGs  to  physicians,  has 
suggested  that  payments  be  made  to  individual 
physicians,  who  in  turn  would  be  responsible  for 
reimbursing  the  hospital  for  inpatient  charges. 
Regardless  of  where  the  Medicare  check  were 
sent,  however,  the  process  of  dividing  the  reim- 
bursement might  greatly  exacerbate  the  tense  re- 
lationship already  existing  in  many  hospitals  be- 
tween medical  staffs  and  administrations. 


Wendy  J.  Smith  ■ 


fact,  they  accrue  equally  to  AMA  members  and 
non-members  of  unified  and  non-unified 
societies.  If  all  states  had  been  unified  in  1983,  the 
AMA  would  have  gained  nearly  108,000  mem- 
bers. The  current  benefits  of  unified  mem- 
bership to  state  and  county  societies  are: 

• Two  additional  delegates  to  the  AMA  House  of 
Delegates  will  be  authorized  from  each  unified 
state  society. 

• The  AMA  will  not  solicit  direct  AMA  mem- 
bership among  physicians,  residents,  and 
medical  students. 
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• The  AMA  will  pay  for  the  costs  of  telephoning 
dues-delinquent  members. 

• Individual  AMA  dues  will  be  reduced  by  ten 
per  cent. 

Moreover,  total  AMA  dues  will  be  further  re- 
duced by  virtue  of  increased  membership.  It  is 
proposed  that  the  AMA  provide  an  ombudsman, 
who  would  be  accessible  only  to  the  members  of 
unified  societies  to  answer  inquiries,  requests, 
and  complaints.  This  is  to  overcome  the  percep- 
tion that  the  AMA  is  not  responsive  to  the  needs 
of  the  average  member  from  a unified  society. 
The  service  would  provide  all  members  of  uni- 
fied societies  a special  status  and  unique  access  to 


AMA  resources. 

Aside  from  these  considerations,  members  of 
county  or  district  societies  who  are  not  members 
of  the  state  society,  and  members  of  the  latter  who 
are  not  AMA  members  are  in  essence  getting  a 
free  ride.  The  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  should  give  serious  con- 
sideration to  adopting  unified  membership,  both 
to  assure  that  all  physicians  in  the  state  exert  their 
full  weight  politically  and  professionally,  and  also 
to  make  directly  available  to  them  all  of  the  ample 
resources  of  the  AMA. 

Seebert  J.  Goldowsky,  MD  ■ 


A 

WORD 
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WHY  AMA?  — 

7an  have  immediate  a^ces^  information.  The  library 
film  and  provides  instant  o . nzed  data  bases. 
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AMA,  535  North  DearboinSUeet,  Chicago,  1 
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FLEET  NATIONAL  BANK’S 
PRIVATE  BANKING  PROGRAM. 

THE  FINANCIAL  RESOURCE 
FOR  MEDICAL 
PROFESSIONALS. 


Fleet  National  Bank’s  Private  Banking  program  is  a 
unique  personal  banking  service  designed  to  cut  through 
red  tape  and  provide  a superior  level  of  service  to  superior 
customers. 

The  key  to  our  special  service  is  the  Private  Banking 
Officer  who  will  open  your  account  and  who  will  work  with 
you  to  handle  all  your  financial  affairs. 

Our  Private  Banking  clients  are  active,  successful 
people  like  you  whose  higher  incomes  and  greater  assets 
demand  more  sophisticated  financial  service. 

Our  expertise  in  dealing  with  the  full  range  of  personal 
and  business  requirements  of  medical  professionals,  espe- 
cially unique  credit  needs,  saves  you  time  and  gives  you 
direct  access  to  the  resources  of  Fleet— Rhode  Island’s 
largest,  most  experienced  bank. 

For  more  information  on  Fleet’s  Private  Banking 
Program  and  its  benefits,  call  Dickson  G.  Boenning,  Vice 
President,  at  278-6537.  Or  write  him  at  Fleet  National  Bank, 
100  Westminster  Street,  Providence,  Rhode  Island  02903. 



Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE'" 
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Medical  Discipline  and  the 
Malpractice  Crisis 

The  Rhode  Island  Board  of  Medical  Review  re- 
cendy  has  been  the  subject  of  attention  from  two 
widely  different  sources.  The  first  came  from 
within  the  state  when  Governor  Edward  D. 
Di  Prete  presented  his  annual  budget  to  the  legis- 
lature. While  the  Governor  has  not  questioned 
the  effectiveness  of  the  Board,  he  has  objected  to 
its  present  status  as  an  independent  agency  re- 
porting directly  to  the  General  Assembly.  Estab- 
lished by  the  legislature  in  1976  as  part  of  a tort 
reform  package,  the  Board  — through  its  scru- 
tiny of  the  professional  performance  of  physi- 
cians — was  intended  to  protect  the  public  health 
by  raising  the  standards  of  medical  care  in  Rhode 
Island.  Because  it  is  financed  by  an  annual  assess- 
ment of  physicians  and  hospitals,  the  governor 
believes  that  it  should  appropriately  function 
within  the  Department  of  Health. 

Questions  concerning  the  public  accountability 
of  physicians,  however,  were  raised  by  wide- 
spread media  coverage  of  the  lead  paper  and  an 
accompanying  editorial  in  the  March  21,  1985 
issue  of  the  New  England  Journal  of  Medicine.  In 
“The  Ethics  of  Professional  Regulation,”  Elorida 
physician  Richard  Jay  Eeinstein  suggests  ways  of 
increasing  the  effectiveness  of  state  disciplinary 
boards  based  on  his  experience  as  a member  of 
the  regulatory  agency  in  that  state.  Also  pub- 
lished was  a chart  in  which  Rhose  Island  is  ranked 
45th  in  terms  of  the  number  of  disciplinary  ac- 
tions taken  against  physicians  in  1982.  The  Board 
of  Medical  Review  applied  sanctions  against  only 
one  of  the  1,762  license-holders  that  year.  Com- 
menting on  the  Eeinstein  paper.  Editor  Arnold  S. 
Reiman  concludes,  “All  of  the  evidence  suggests 
that  most,  if  not  all,  of  the  states  have  been  too  lax, 
not  too  strict,  in  their  enforcement  of  medical 
professional  standards.” 

Has  the  Board  of  Medical  Review  been  defi- 
cient in  its  enforcement  activities?  What  do  the 
physicians  of  Rhode  Island  have  to  show  for  the 
$110,000  yearly  assessment  which  they  pay  for 


the  Board’s  operational  costs?  When  both  the 
professional  and  lay  press  raise  questions  con- 
cerning the  effectiveness  of  the  profession  in 
policing  its  own  members,  what  track  record  can 
we  cite  aside  from  the  happenings  of  1981  when 
the  Board  distinguished  itself  by  acting  against 
physicians  who  divert  and  abuse  prescription 
drugs? 

It  is  clear  that  the  Board  must  function  effec- 
tively to  protect  the  public  health.  The  lack  of  a 
strong  policing  mechanism,  however,  may  in- 
directly result  in  higher  malpractice  premiums. 
Society  members  attending  a special  April  3 ses- 
sion of  the  House  of  Delegates  were  dismayed  to 
learn  that  approximately  24  per  cent  of  the 
awards  and  settlements  made  since  1976  could  be 
traced  to  eleven  physicians.  Of  the  $19,783,692 
paid  out  by  the  Joint  Underwriting  Association 
since  that  year,  some  $4,751,152  was  awarded  on 
their  behalf. 

Depending  on  the  final  decision  of  the  Rhode 
Island  Department  of  Business  Regulation,  we 
may  well  see  the  largest  single  leap  in  our  mal- 
practice premiums  this  July.  Acting  on  the  con- 
cerns of  the  House  of  Delegates  about  the  public 
health  and  the  malpractice  crisis,  the  leadership 
of  the  Rhode  Island  Medical  Society  has  de- 
veloped a strategy  for  protecting  patients  and 
helping  physicians.  At  its  April  3 meeting,  the 
House  authorized  a $100  membership  assess- 
ment to  finance  a public  relations  program  aimed 
toward  the  malpractice  crisis.  We  also  are  meet- 
ing with  insurance,  actuarial,  and  other  consul- 
tants to  investigate  all  possible  avenues  of  relief. 

Meanwhile,  the  special  malpractice  commis- 
sion created  by  the  General  Assembly  last  year 
held  its  organizational  meeting  on  April  10  to 
develop  an  action  plan.  There  can  be  no  doubt 
that  the  Board  of  Medical  Review  will  be  a prior- 
ity on  its  agenda. 

Paul  J.  M.  Healey,  MI)  ■ 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  ’by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 
Providence.  R.l.  Providence.  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Hypotensive  Acute  Cardiopulmonary  Edema 


Improvement  Followed  Volume  Replacement  and  Restoration 
of  Left  Ventricular  Filling  Pressure 


Philip  Varriale,  MD 
Raymond  P.  Kwa,  MD 
Priti  Vyas,  MD 


The  abnormal  and  relatively  rapid  accumulation 
of  lung  water  characterizes  acute  pulmonary  ede- 
ma and,  when  associated  with  left  ventricular  fail- 
ure, is  initiated  by  an  excessive  elevation  of  pul- 
monary capillary  pressure.  We  recently  observed 
four  patients  with  acute  pulmonary  edema,  treat- 
ed initially  with  parenteral  vasodilators,  who  sud- 
denly developed  hypotension  and  peripheral 
hypoperfusion  after  a period  of  apparent  clinical 
and  hemodynamic  improvement.  A low  left  ven- 
tricular filling  pressure  and  cardiac  output  were 
demonstrated  at  the  time  of  the  complication. 
Restoration  of  the  filling  pressure  to  a more 
optimal  level  by  utilizing  volume  expansion  cou- 
pled with  vasodilator  withdrawal  was  associated 
with  a dramatic  improvement.  This  complication, 
although  reported  previously,  has  yet  to  receive 
adequate  attention. 

Case  Reports 

Case  1 : An  82-year-old  man  with  coronary  artery 
disease  and  aortic  stenosis  was  admitted  because 
of  the  sudden  onset  of  severe  shortness  of  breath. 

The  blood  pressure  was  140/80  mmHg,  res- 
piration 35/minute,  and  pulse  rate  120/minute. 
Diffuse  bilateral  rales  and  an  Ss  gallop  were  audi- 
ble. The  chest  x-ray  film  demonstrated  signs  of 


Philip  Varriale,  MD,  is  Chief  of  Cardiology,  Cahrini 
Medical  Center,  New  York;  Associate  Clinical  Profes- 
sor of  Medicine,  New  York  Medical  College. 

Raymond  P.  Kwa,  MD,  is  Associate  Attending  Physi- 
cian, Cahrini  Medical  Center;  Clinical  Instructor  in 
Medicine,  New  York  Medical  College. 

Priti  Vayas,  MD,  is  a fellow  in  cardiology,  Cahrini 
Medical  Center,  New  York. 


an  enlarged  heart  and  pulmonary  edema. 
Laboratory  findings  were  significant  for  arterial 
blood  gases  showing  pH  7.21,  PO2  48,  PCO2  30, 
and  HCO3  14.8mmol/L.  Seven  mg  of  intravenous 
morphine  and  40  mg  of  intravenous  Lasix® 
(furosemide)  were  administered.  The  patient  was 
intubated  for  ventilatory  support.  The  Swan- 
Ganz  catheterization  revealed  a pulmonary  arte- 
rial pressure  of  45/25(34),  wedge  pressure  25 
mmHg,  and  cardiac  index  2.0  L/minute/m^.  In- 
travenous nitroglycerin  at  10  |xg/minute  was  initi- 
ated and  titrated  to  25  p,g/minute  to  maintain  the 
pulmonary  wedge  pressure  between  14  and  16 
mmHg.  Progressive  clinical  and  hemodynamic 
improvement  occurred  and  the  patient  was  extu- 
bated  after  six  hours.  A fall  in  blood  pressure 
(80/60)  and  heart  rate  increase  (130/minute)  with 
signs  of  hypoperfusion  — cold  clammy  skin  and 
oliguria  — were  noted  nineteen  hours  after 
admission.  The  pulmonary  wedge  pressure  was  8 
mmHg.  The  signs  of  hypoperfusion  persisted  de- 
spite infusion  of  500  |xg/minute  of  dobutamine, 
which  increased  the  heart  rate  further.  Rapid 
infusion  of  750  ml  of  plasmanate  was  then  given 
over  a period  of  45  minutes.  Within  one  hour,  the 
patient  dramatically  improved,  with  the  blood 
pressure  at  130/78,  pulse  rate  80,  pulmonary 
wedge  pressure  15,  and  cardiac  index  2.4. 

Case  2:  A 62-year-old  woman  was  admitted  with 
acute  pulmonary  edema  resulting  from  two  pre- 
vious myocardial  infarctions  and  hypertension. 

Upon  examination,  blood  pressure  was  230/ 
130,  respirations  30/minute,  heart  rate  120/min- 
ute, and  diffuse  bubbly  rales  and  an  Ss  gallop 
were  audible.  The  electrocardiogram  showed 
signs  of  old  anterior  and  interior  wall  myocardial 
infarction.  Marked  metabolic  acidosis  (pH  7.16) 
and  hypoxia  (PO2  40)  were  present.  Ten  mg  of 
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intravenous  morphine  and  40  mg  Lasix® 
(furosemide)  were  administered,  and  the  patient 
intubated  for  mechanical  ventilatory  support. 
Swan-Ganz  catheterization  showed  pulmonary 
arterial  pressure  to  be  60/28(36)  and  the  pulmo- 
nary wedge  pressure  30.  Intravenous  sodium  ni- 
troprusside  was  titrated  to  75  |xg/minute  to  main- 
tain blood  pressure  at  130/80  and  the  pulmonary 
wedge  pressure  at  16-18  mmHg.  As  the  patient 
demonstrated  signs  of  clinical  improvement,  the 
ventilatory  support  was  discontinued  in  four 
hours.  Twenty-four  hours  after  admission,  a fall 
in  blood  pressure  (70  mmHg  systolic)  and  rapid 
pulse  (126/minute)  with  cold  clammy  skin  were 
noted.  The  pulmonary  wedge  pressure  was  5 
mmHg.  Nitroprusside  was  discontinued.  The  in- 
travenous dobutamine  caused  more  rapid  heart 
rate  with  persistent  signs  of  hypoperfusion.  Infu- 
sion of  500  ml  of  plasmanate  in  thirty  minutes 
raised  the  pulmonary  wedge  pressure  to  17 
mmHg.  Simultaneously  with  this  hemodynamic 
change,  circulatory  sufficiency  was  established. 
Case  3:  A 57-year-old  man  was  admitted  with 
acute  pulmonary  edema  secondary  to  malignant 
hypertension  (blood  pressure  280/160). 

Coarse  rales  and  S3-S4  gallop,  a grossly- 
enlarged  heart,  and  alveolar  edema  were  appar- 
ent on  chest  x-ray  films,  and  a left  ventricular 
hypertrophy  pattern  evident  on  the  electrocar- 
diogram. Arterial  blood  gases  showed  metabolic 
acidosis  (pH  7.05)  and  reduced  O2  tension  (PO2 
30).  The  initial  management  consisted  of  10  mg 
of  intravenous  morphine  and  40  mg  of  Lasix® 
(furosemide),  followed  by  intubation  for  ventila- 
tory support.  Swan-Ganz  catheterization  re- 
vealed marked  pulmonary  hypertension  (pul- 
monary arterial  pressure  62/33,  mean  49)  and 
high  pulmonary  wedge  pressure  (32  mmHg). 
Nitroprusside  infusion  was  titrated  to  150  (xg/ 
minute  to  maintain  the  blood  pressure  at 
llOmmHg  (systolic).  Eight  hours  after  admis- 
sion, improved  oxygenation  and  reversal  of  aci- 
dosis prompted  extubation,  and  nitroprusside 
was  continued  to  maintain  the  pulmonary  wedge 
pressure  at  16  mmHg.  The  blood  pressure  began 
to  fall  gradually  thirty  hours  after  admission. 
This  decrease  was  associated  with  an  increased 
heart  rate,  reduced  urine  production,  and  signs 
of  peripheral  hypoperfusion.  The  pulmonary 
wedge  pressure  was  10  mmHg.  Nitroprusside 
administration  was  stopped  and  intravenous 
plasmanate  initiated.  After  receiving  1200  ml  of 
plasmanate,  the  patient  improved  with  restora- 
tion of  blood  pressure  (136/92),  pulse  rate  (90/ 
minute),  and  warm  skin. 


Case  4:  A 67-year-old  man  with  ischemic  car- 
diomyopathy was  admitted  with  acute  pulmonary 
edema. 

The  blood  pressure  was  1 10/80,  pulse  130/min- 
ute, and  respiration  rate  25/minute.  Also  present 
were  S3  gallop  and  diffuse  bilateral  rales,  meta- 
bolic acidosis  (pH  7.28)  and  hypoxia  (PO2  53). 
The  electrocardiogram  showed  signs  of  an  old 
anterior  wall  myocardial  infarction.  Intravenous 
morphine  (8  mg)  and  Lasix®  (furosemide)  were 
administered.  Swan-Ganz  catheterization  re- 
veled pulmonary  arterial  pressure  to  be  80/40 
(56),  pulmonary  wedge  pressure  38,  and  cardiac 
index  1.9  L/minute/m^.  Intravenous  nitro- 
glycerin was  titrated  to  60  |xg/minute  to  maintain 
pulmonary  wedge  pressure  at  16  mmHg.  Twen- 
ty-four hours  after  admission,  the  hourly  urine 
production  decreased  to  10  ml  and  blood  pres- 
sure fell  with  the  concomitant  increase  in  heart 
rate.  Five  hours  later,  the  patient  had  an  overt 
shock-like  appearance  with  cold  clammy  skin, 
hypotension  (80  mmHg),  and  tachycardia  (125/ 
minute).  The  pulmonary  wedge  pressure  was  9 
mmHg  and  the  cardiac  index  1.6  L/minute/m^. 
Nitroglycerin  was  discontinued  and  500  ml  of 
plasmanate  by  rapid  infusion  in  one  hour  was 
given.  Two  hours  later  the  blood  pressure  was 
106/70,  heart  rate  84/minute,  and  pulmonary 
wedge  pressure  15  mmHg.  The  subsequent 
course  was  uneventful. 

Discussion 

Although  multiple  factors  have  been  implicated 
in  the  development  of  pulmonary  edema  in- 
cidental to  left  ventricular  failure,  the  initiating 
mechanism  responsible  for  the  transfer  of  intra- 
vascular fluid  into  the  interstitium  and  alveoli  is 
based  upon  an  imbalance  of  Starling’s  forces  re- 
sulting from  elevated  pulmonary  capillary  pres- 
sure. Acute  cardiogenic  pulmonary  edema  is  well 
established  when  the  pulmonary  wedge  pressure 
is  above  25  mmHg.  Because  of  fluid  extravasa- 
tion, the  plasma  volume  is  reduced  in  most  of 
these  patients.  This  finding  correlates  with  an 
increase  in  plasma  protein  concentration,  colloid 
oncotic  pressure,  and  hematocrit.*  The  intra- 
vascular volume  is  usually  restored  following 
treatment  and  salutary  cardiovascular  improve- 
ment. Despite  reduced  blood  volume,  most  pa- 
tients with  acute  heart  failure  not  related  to  acute 
myocardial  infarction  or  advanced  pump  failure 
present  characteristically  with  an  increase  rather 
than  a decrease  in  arterial  pressure.^ 

The  concept  of  low  left  ventricular  filling 
pressure  resulting  from  intravascular  volume  de- 


216 


Rhode  Island  Medical  Journal 


pletion  as  a cause  of  hypotension  during  acute 
pulmonary  edema  has  been  well  described  since 
the  introduction  of  Swan-Ganz  cathe- 
terization.*’ ^ The  initial  studies  focused  upon  a 
reduced  wedge  pressure  in  acute  myocardial  in- 
farction complicated  by  shock.  The  salutary 
effect  of  volume  expansion  also  was  noted."*  The 
low  filling  pressure,  however,  was  attributed  to  an 
excessive  plasma  extravasation  induced  by  aug- 
mented sympathetic  activity  and  the  influence  of 
hypoxemia  on  capillary  membrane  permeability. 
It  was  recently  found  that  a reduced  or  low- 
normal  wedge  pressure  is  evident  in  the  syn- 
drome of  right  ventricular  infarction.  The  ben- 
efits of  volume  expansion  also  were 
demonstrated.^  This  study  considers  the  effects 
of  the  disease  process,  rather  than  iatrogenic 
causes,  as  the  underlying  mechanism. 

In  a more  recent  study  by  Figueras  and  Weil, 
hypovolemia  and  a decreased  pulmonary  wedge 
pressure  were  documented  as  the  cause  of 
peripheral  hypoperfusion  in  five  patients  with 
acute  pulmonary  edema  not  associated  with  acute 
myocardial  infarction.®  Although  volume  reple- 
tion was  underscored  as  the  appropriate  treat- 
ment, consideration  was  given  to  the  hypothesis 
that  drug  therapy  (furosemide  or  morphine)  may 
have  contributed  to  the  reduced  left  ventricular 
preload. 

Acute  pulmonary  edema  was  clearly  of  cardiac 
origin  in  our  four  patients.  This  was  supported  by 
a history  of  heart  disease,  typical  symptoms  and 
physical  findings,  and  a chest  radiograph  demon- 
strating cardiomegaly  and  gross  bilateral  alveolar 
edema.  Wedge  pressure  measurement  exceeded 
25  mmHg  in  all  four  prior  to  treatment.  Other 
clinical  entities  associated  with  adult  respiratory 
distress  syndrome,  such  as  respiratory  infection, 
drugs,  aspiration,  pulmonary  embolism,  or 
traumatic  injury,  were  excluded.  Especially  sig- 
nificant was  the  elevated  blood  pressure  apparent 
at  the  initial  presentation. 

Management  of  the  pulmonary  edema  con- 
sisted of  conventional  measures,  such  as  oxygen- 
enriched  inspired  gas,  morphine  sulfate,  and 
furosemide.  In  addition,  parenteral  vasodilators 
capable  of  reduction  were  utilized.  Two  patients 
received  intravenous  nitroprusside  and  two  in- 
travenous nitroglycerin.  Three  were  intubated 
with  mechanical  ventilatory  support  because  of  a 
poorly  maintained  arterial  oxygen  tension  and 
severe  respiratory  distress.  Hypotension  with 
peripheral  hypoperfusion  emerged  sixteen  to 
thirty  hours  after  active  treatment  was  initiated 
and  long  after  mechanical  ventilatory  support 


terminated.  This  corresponded  to  a reduced 
wedge  pressure,  ranging  between  5 and  10 
mmHg  (mean  8 mmHg)  and  depressed  cardiac 
index  (mean  1.7  L/minute/m^).  Discontinuation 
of  vasodilators  and  volume  expansion  by  plas- 
manate  infusion  raised  the  filling  pressure  to  a 
more  optimal  level  (mean  16  mmHg),  reversed 
the  circulatory  insufficiency,  and  improved  car- 
diac performance. 

It  appears  that  hypotension  in  our  patients 
occurred  as  the  result  of  a low  filling  pressure 
induced  by  the  excessive  venodilatory  effect  of 
nitroprusside  and  nitroglycerin.  Plasma  volume 
depletion  arising  from  excessive  diuretic  activity 
or  the  basic  disease  process  is  unlikely  as  an  inde- 
pendent factor.  Intravascular  volume  is  usually 
decreased  at  the  onset  of  pulmonary  edema  and 
reexpansion  rather  than  contraction  of  the  plas- 
ma volume  occurs  during  treatment  despite  sub- 
stantial diuresis.  The  urinary  output  in  our  pa- 
tients was  only  moderately  increased  (less  than 
0.5  L)  over  fluid  intake  when  hypotension  oc- 
curred. Moreover,  myocardial  contractile  de- 
terioration, as  another  contributing  factor,  may 
also  be  excluded  since  dobutamine,  a potent 
intropic  agent,  produced  no  increase  in  the 
cardiac  output  in  two  patients  during 
hypotension.  Indeed,  circulatory  failure  was 
aggravated  by  enhancing  the  existing  tachycar- 
dia. Finally,  volume  repletion  which  raised  the 
filling  pressure  to  an  appropriate  level  was  sin- 
gularly effective  as  a therapeutic  intervention. 

Preload,  expressed  as  the  left  ventricular  end- 
diastolic  pressure,  is  one  of  the  major  determi- 
nants of  cardiac  performance.  Its  relationship  to 
stroke  volume  or  stroke  work  over  a range  of 
filling  pressure  is  defined  by  the  Frank-Starling 
principle  and  represented  in  the  hemodynamic 
findings  as  the  “ventricular  function  curve.”  In 
the  case  of  left  ventricular  failure,  the  curve 
appears  displaced,  downward  to  the  right  and 
somewhat  flattened.  Because  of  the  altered  pres- 
sure-volume characteristic  of  the  failing  heart, 
higher  than  normal  filling  pressures  may  be 
necessary  to  augment  the  force  of  contraction.' 
In  this  setting,  a fall  in  filling  pressure  below  15 
mmHg  may  produce  a significant  decline  in  car- 
diac output.  Preload,  an  important  determinant 
of  cardiac  function,  was  well  demonstrated  in  our 
patients. 

Nitroprusside  has  been  utilized  for  the  treat- 
ment of  acute  congestive  heart  failure  because  it 
effectively  and  promptly  reduces  systemic  vascu- 
lar resistance  and  augments  venous  capacitance. 
Nitroprusside  has  been  found  to  have  a substan- 
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tial  effect  on  pulmonary  capillary  pressure  in 
congestive  heart  failure  with  reductions  ranging 
between  30  and  52  per  cent  of  the  control 
measurements.  It  appears  to  be  most  beneficial 
when  the  filling  pressure  is  initially  very  high.*’  ® 

Nitroglycerin  and  related  nitrates  have  a domi- 
nant venodilatory  effect  and  to  a lesser  extent 
produce  arteriolar  dilation.  Its  effect  on  venous 
capacitance  may  reduce  the  left  ventricular  pre- 
load. The  intravenous  form  of  nitroglycerin  pro- 
duces a sustained  and  more  readily-controlled 
effect  upon  the  preload. 

The  treatment  of  acute  heart  failure  has  ex- 
panded with  the  introduction  of  vasodilators. 
Profound  improvement  in  cardiac  performance 
may  occur  when  they  favorably  alter  the  loading 
conditions  on  the  heart  by  their  selective  action 
on  the  peripheral  vascular  bed.  Of  critical  im- 
portance is  the  choice  of  vasodilator,  dosage  reg- 
ulation, and  an  assessment  of  its  effect  on  cardiac 
function.  For  this  purpose,  hemodynamic  moni- 
toring of  the  pulmonary  capillary  wedge  pressure 
utilizing  a Swan-Ganz  catheter  is  highly  recom- 
mended. The  cause  of  sudden  and  unexpected 
deterioration  in  cardiac  function  during  treat- 
ment may  be  precisely  determined  and  appropri- 
ate therapy  initiated  in  accordance  with  sound 
physiological  principles. 

Summary 

Four  patients  with  acute  cardiogenic  pulmonary 
edema  not  associated  with  acute  myocardial  in- 
farction developed  hypotension  and  peripheral 
hypoperfusion  during  parenteral  vasodilator 
therapy  and  after  an  initial  period  of  clinical  im- 
provement. Hemodynamic  studies  at  the  time  of 
hypotension  disclosed  an  inappropriately  low  left 
ventricular  filling  pressure  and  reduced  cardiac 


output.  Dramatic  improvement  in  cardiac  per- 
formance occurred  subsequent  to  volume  reple- 
tion and  restoration  of  an  optimal  left  ventricular 
filling  pressure.  Further  deterioration  in  cardiac 
function  during  treatment  of  acute  cardiogenic 
pulmonary  edema  may  be  due  to  low  left  ven- 
tricular filling  induced  by  vasodilators.  Hemody- 
namic monitoring  permits  precise  detection  of 
this  complication  and  volume  expansion  is  espe- 
cially effective  as  a therapeutic  intervention. 
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Thyrotoxic  Periodic  Paraiysis:  Case 
Discussion  and  Review 

Pathogenesis  of  the  Disorder  Is  Unclear,  But  Is  Presumably  Secondary  to 
Hypokalemia 

I Elliot  Lerner,  ScB 
Tom  J.  Wachtel,  MD 


Thyrotoxicosis  is  a disorder  caused  by  increased 
levels  of  circulating  thyroid  hormone  character- 
ized by  an  elevation  of  the  metabolism  with 
autonomic  nervous  system  hyperactivity.  Four 
cases  are  presented  here  of  thyrotoxic  periodic 
paralysis,  one  of  several  neuromuscular  dis- 
orders associated  with  thyrotoxicosis.  A discus- 
sion of  these  neuromuscular  manifestations  fol- 
lows. 

Case  Reports 

Case  1:  A 29-year-old  Cape  Verdian  machine 
operator  presented  with  a history  of  several  years’ 
duration  of  daily,  early-morning,  one-hour  epi- 
sodes of  four-extremity  weakness.  Occasional 
episodes  of  complete  paralysis  also  occurred.  The 
lower  extremities  were  affected  more  than  the 
upper,  and  the  proximal  musculature  more  than 
tbe  distal.  During  this  time,  heat  intolerance, 
tremor,  and  approximately  three  daily  bowel 
movements  were  noted.  Medical  attention  was 
not  sought  until  the  morning  of  admission,  when 
the  patient  again  noted  muscle  weakness  which 
persisted  and  progressed  to  inability  to  walk  or 
raise  his  arms. 
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He  was  taking  no  medications  (including  no 
antacids  or  diuretics)  and  denied  alcohol  use. 
There  was  no  family  history  of  episodic  weakness 
or  thyroid  disease. 

Examination  disclosed  a flushed,  diaphoretic, 
alert  man.  The  blood  pressure  was  160/90,  pulse 
rate  130  and  regular  respirations  16/minute.  An 
eye  examination  revealed  a prominent  stare  with 
widened  palpebral  fissures  and  lid  lag.  The  thy- 
roid was  soft  and  two  to  three  times  normal  size. 
There  was  no  dyspnea,  diplopia,  or  pretibial 
myxedema.  Marked  flaccid  proximal  and  distal 
muscular  weakness  of  all  extremities  with 
hyporeflexia  was  noted,  and  the  remainder  of  the 
neurologic  examination  was  normal.  The  labora- 
tory studies  disclosed  normal  electrolytes  except 
for  a potassium  level  of  1.5  mEq/L  with  normal 
renal  function.  Serum  phosphate  was  1.8  mg/dL 
(normal  2. 3-4. 3);  serum  magnesium  1.3  mg/dL 
(normal  1. 1-1.8);  serum  calcium  9.6  mg/dL  (nor- 
mal 8.4-10.4);  and  creatine  phosphokinase  was 
412  lU/L  (normal  15-165),  all  of  muscle  fraction. 
The  arterial  pH  was  7.31,  PO2  was  101  Torr, 
PCO2  was  41  Torr,  and  TCO2  was  22  mEq/L.  A 
spot  urine  on  admission  disclosed  sodium  to  be  84 
mEq/L,  potassium  10  mEq/L,  and  chloride  97 
mEq/L. 

The  patient  was  initially  treated  with  80  mEq  of 
intravenous  and  oral  potassium  chloride  and 
within  eight  to  ten  hours  had  regained  full 
muscular  strength  in  all  extremities  with  potas- 
sium normalized  in  the  range  of  4-5  niEq/L. 

The  thyroid  function  tests  revealed  total  thy- 
roxine (T4)  of  21.5  mcg/dL  (normal  5-12.5), 
triiodothyronine  resine  uptake  (TsRU)  of  41.3 
per  cent.  Total  Ts  was  337  ng/dL.  Radioactive 
iodine  uptake  was  71.4  per  cent,  and  a thyroid 
scan  revealed  diffuse  homogeneous  thyromega- 
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The  patient  was  treated  with  5.2  millicuries  of 
radioactive  iodine  propranolol,  and  pro- 

pylthiouracil (PTU),  and  over  a period  of  three  to 
four  months  became  clinically  and  chemically 
euthyroid  with  normalization  of  the  potassium 
level  and  eventually  complete  resolution  of  his 
symptoms. 

Case  2:  A 28-year-old  Caucasian  male  was 
admitted  with  weakness  of  the  lower  extremities. 
He  had  been  recently  diagnosed  as  having 
Graves’  disease.  His  evaluation  had  included  a 
thyroid  scan  and  appropriate  thyroid  function 
tests.  Several  weeks  prior  to  admission,  the  pa- 
tient developed  paroxysmal  proximal  limb  stiff- 
ness and  weakness  while  on  a high  carbohydrate 
intake.  On  the  morning  of  admission,  he  was 
unable  to  arise  from  bed  or  chair,  stand,  or  walk, 
and  he  noted  extreme  proximal  lower  extremity 
weakness.  There  was  mild  dyspnea  but  no  upper 
extremity  weakness. 

His  medications  included  only  propranolol 
and  propylthiouracil,  which  he  had  been  taking 
for  several  days.  The  patient  denied  alcohol  use 
or  a family  history  of  episodic  weakness  or  thy- 
roid disease. 

Physical  examination  revealed  an  alert,  ill- 
appearing  man  in  mild  distress.  The  blood  pres- 
sure was  160/78,  pulse  132  and  regular,  and  res- 
pirations 18/minute.  The  examination  was  signif- 
icant only  for  mild  proximal  limb  girdle  weak- 
ness, legs  greater  than  arms  with  normoreflexia, 
and  diffusely  enlarged  thyroid  to  three  times  nor- 
mal with  a faint  bruit.  There  was  no  ophthalmo- 
plegia. The  laboratory  exam  disclosed  normal 
electrolytes  except  for  a potassium  level  of  3.0 
mEq/L  with  normal  blood  urea  nitrogen  and 
creatinine.  Creatine  phosphokinase  was  elevated 
at  480  lU/L,  all  of  muscle  fraction.  Calcium, 
serum  phosphate,  and  magnesium  levels  were 
normal.  The  total  thyroxine  was  16.5  mcg/dL 
with  a triiodothyronine  resine  uptake  of  37.6  per 
cent. 

His  strength  improved  over  the  course  of  a few 
hours  after  oral  and  intravenous  administration 
of  potassium  (70  mEq).  The  weakness  did  not 
recur,  and  the  serum  potassium  remained  in  the 
4. 3-4. 7 mEq/L  range  on  50  mEq  of  oral  potassium 
replacement  daily.  The  patient  was  discharged 
on  a tapering  dose  of  propranolol  with  a follow- 
up course  of  radioiodine  treatment  planned. 

Case  3:  A 52-year-old  Laotian  man  was  in  good 
health  until  early  on  the  morning  of  admission 
when  he  awoke  unable  to  move  any  of  his  extrem- 
ities. Before  he  was  brought  to  the  emergency 


room  by  ambulance,  he  vomited  food  which  he 
had  eaten  the  previous  night  four  or  five  times. 
The  patient  admitted  to  a five  to  ten  per  cent 
weight  loss  over  the  past  two  months. 

He  was  on  no  medications  except  for  an  occa- 
sional aspirin  for  headache.  There  was  no  per- 
sonal or  family  history  of  weakness  or  thyroid 
disease,  and  he  denied  alcohol  abuse. 

The  physical  examination  disclosed  a warm, 
diaphoretic,  mildly  dyspneic  Southeast  Asian 
man  who  appeared  weak  and  not  able  to  move  his 
limbs.  The  blood  pressure  was  158/90,  pulse  85 
and  regular,  and  respirations  18/minute.  The  ex- 
amination revealed  no  exophthalmos.  The  thy- 
roid was  not  palpable.  On  motor  examination, 
the  patient  was  able  to  lift  his  arms  only  six  inches 
and  his  legs  only  three  or  four  inches  from  the 
bed.  There  was  marked  flaccid  proximal  upper 
and  lower  extremity  weakness  with  diffuse  are- 
flexia.  The  laboratory  examination  disclosed  a 
serum  sodium  of  144,  potassium  of  1.9,  chloride 
of  1 1 4,  and  bicarbonate  of  2 1 mEq/dL.  The  blood 
urea  nitrogen  and  creatinine  were  11  and  1.1 
mg/dL,  respectively.  The  arterial  blood  gases  re- 
vealed pH  of  7.35,  PO2  of  88  Torr,  and  PCO2  of 
33  Torr.  Calcium  was  8.9  and  serum  phosphate 
3.0  mg/dL.  The  urine  electrolytes  showed  a 
sodium  level  of  161,  potassium  of  21,  and  chlor- 
ide of  215  mEq/L.  Total  thyroxine  was  14.6  meg/ 
dL  with  a triiodothyronine  uptake  of  35.1  per 
cent. 

The  patient  was  given  80  mEq  of  intravenous 
potassium  chloride  over  several  hours;  his 
strength  improved  markedly,  and  the  serum 
potassium  was  stabilized  at  4.0  mEq/dL.  The  pa- 
tient was  discharged  on  oral  potassium  replace- 
ment and  a low  carbohydrate  diet. 

Subsequent  evaluation  included  an  elevated 
24-hour  radioiodine  uptake  of  6 1. 1 per  cent  with 
a thyroid  scan  that  demonstrated  mild  diffuse 
homogeneous  thyromegaly  consistent  with 
Graves’  disease.  Electromyography  revealed 
nonspecific  diffuse  myopathy  without  neuro- 
pathic changes.  A quadriceps  muscle  biopsy 
showed  multiple  myopathic  changes  on  electron 
microscopy,  including  fiber  atrophy,  lipid  and 
mitochondrial  aggregation,  focal  vacuolar  de- 
generation, and  thickening  of  vacuolar  basement 
membrane. 

The  patient  was  treated  with  5 millicuries  of 
radioactive  iodine  resulting  in  improve- 

ment of  both  thyroid  status  and  episodic  weak- 
ness. Subsequent  return  to  a hyperthyroid  state 
required  retreatment  with 
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Case  4:  A 29-year-old  Caucasian  opiate  abuser 
was  admitted  to  the  hospital  with  a two-month 
history  of  episodic  severe  proximal  upper  and 
lower  limb  weakness  and  numbness.  These  epi- 
sodes were  precipitated  by  attempting  to  rise 
from  sleep  in  the  early  morning  hours;  by  stren- 
uous physical  activity,  especially  after  carbohy- 
drate binges;  and  occasionally  when  attempting 
to  rise  from  a sitting  position  during  the  day.  The 
patient  admitted  to  a five  to  ten  per  cent  weight 
loss  despite  increasing  appetite,  nervousness,  and 
bodily  “warmth.”  Several  days  prior  to  admission 
the  patient  developed  diarrhea,  nausea  and 
vomiting,  mild  episodic  dyspnea,  and  a worsen- 
ing of  episodic  weakness  in  frequency,  severity, 
and  duration. 

The  past  medical  history  revealed  opiate  and 
cocaine  abuse  and  poor  dentition  with  recurrent 
dental  infections.  The  patient  was  on  no  pre- 
scribed medications.  Family  history  was  negative 
for  episodic  weakness,  hypokalemia,  and  thyroid 
disease. 

The  examination  disclosed  a diaphoretic,  alert 
man  in  moderate  respiratory  distress.  The  blood 
pressure  was  136/78  supine  with  a decrease  to 
110/58  on  standing,  pulse  124  and  regular,  and 
respirations  24/minute.  The  eye  examination  was 
normal  without  signs  of  exophthalmic  ophthal- 
moplegia. There  was  a fine  tongue  tremor,  and 
the  thyroid  was  smooth  and  twice  normal  size. 
Marked  flaccid  proximal  upper  and  lower  ex- 
tremity weakness  was  noted  with  mild  distal 
weakness.  The  reflexes  were  normal  as  was  the 
remainder  of  the  neurologic  exam.  The  labora- 
tory examination  disclosed  normal  blood  urea 
nitrogen,  creatinine,  and  electrolytes,  except  for 
a potassium  level  of  2.3  mEq/L.  Calcium  was  9.3 
mg/dL.  Stool  culture  grew  Campylobacter  jejuni. 

Serum  thyroxine  was  15.5  incg/dL  with 
triiodothyronine  uptake  of  34  per  cent.  The 
radioactive  iodine  uptake  was  55.4  per  cent  at  24 
hours,  and  a thyroid  scan  revealed  diffuse 
homogeneous  thyromegaly. 

Within  several  hours  after  the  administration 
of  oral  potassium  chloride,  the  serum  potassium 
level  had  normalized  at  4.2  mEq/L  with  almost 
complete  resolution  of  respiratory  distress  and 
muscle  weakness.  The  Campylobacter  gastroen- 
teritis resolved  with  oral  erythromycin,  and  the 
patient  was  discharged  after  one  week.  However, 
he  was  noncompliant  to  propylthiouracil  therajjy 
and  had  residual  thyrotoxicosis  with  episodic 
weakness  before  becoming  lost  to  follow-up. 


Discussion 

The  most  common  cause  of  thyrotoxicosis  is 
Graves’  disease,  accounting  for  over  90  per  cent 
of  all  cases.  While  Graves’  disease  has  a peak 
incidence  between  30  and  50  years  of  age,  the  two 
other  common  etiologies,  toxic  nodular  goiter 
and  the  toxic  nodule,  tend  to  have  a less  explosive 
clinical  course  and  hence  a peak  incidence  be- 
tween 60  and  70  years.  Other  causes  of  thyrotoxi- 
cosis must  be  distinguished,  as  their  management 
differs.  These  include  iodine-induced  thyrotoxi- 
cosis, factitious  hyperthyroidism,  struma  ovarii, 
functioning  thyroid  follicular  carcinoma,  thy- 
roiditis, TSH-producing  pituitary  adenoma,  and 
TSH-like  producing  malignant  disease,  generally 
choriocarcinoma. 

Most  thyrotoxic  patients  have  symptoms  and 
signs  of  metabolic  and  autonomic  hyperactivity, 
including  weight  loss,  diaphoresis,  heat  intoler- 
ance, palpitations,  tachycardia,  tremor,  and  anxi- 
ety. Elderly  patients  may  present  only  with 
apathy,  atrial  fibrillation,  or  heart  failure.  A goi- 
ter is  present  in  90  per  cent  of  the  patients  wath 
Graves’  disease. 

The  four  cases  of  thyrotoxic  periodic  paralysis 
presented  here  are  significant  because  they  illus- 
trate one  of  several  pathophysiologic  mechan- 
isms which  can  cause  muscle  weakness  in  patients 
with  thyrotoxicosis.*'^  These  include  exophthal- 
mic ophthalmoplegia,  chronic  thyrotoxic 
myopathy,  acute  thyrotoxic  myopathy,  myasthe- 
nia gravis,  and  thyrotoxic  periodic  paralysis. 

The  most  widely  known  neuromuscular  dis- 
order associated  with  Graves’  disease  is  ex- 
ophthalmic ophthalmoplegia,  a cluster  of  clinical 
findings  which  includes  periorbital  edema,  lid 
lag,  chemosis,  proptosis,  diplopia,  and  extraocu- 
lar palsies.  Exophthalmic  ophthalmoplegia  is  a 
localized  form  of  ocular  muscle  involvement  that 
is  independent  from  diffuse  myopathy  and  rarely 
present  with  severe  myopathy.^'^  It  may  first 
appear  before  the  thyrotoxicosis  of  Graves’  dis- 
ease, or  even  as  much  as  twenty  years  after  suc- 
cessful treatment  of  the  hyperthyroidism.  It  is  a 
diffuse  retrobulbar  inflammatory  process 
thought  to  be  on  an  autoimmune  basis,  with  lym- 
phocytic infiltration  and  fibrosis.  As  it  does  not 
necessarily  regress  with  euthyroidism,  the  treat- 
ment must  be  oriented  toward  the  severity  of 
ocular  changes,  for  severe  ocular  involvement, 
the  optimal  therapeutic  regimen  is  high-dose  oral 
corticosteroids,  with  orbital  decompression  re- 
served for  failures  of  or  contraindications  to  ste- 
roids. 

(Chronic  thyrotoxic  myopathy  is  extremely 
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common,  and  80-100  per  cent  of  thyrotoxic  pa- 
tients reveal  at  least  a mild  myopathy.  It  is  char- 
acterized by  weakness,  predominantly  of  proxi- 
mal limb  musculature,  with  involvement  of  both 
distal  and  proximal  groups  in  about  25  per  cent 
of  cases.  This  disorder  may  precede  other  thy- 
rotoxic symptoms  by  months  or  even  years,  and  is 
more  common  in  women  than  in  men.  Atrophy 
and  pain  are  rare,  and  the  creatine  kinase  level  is 
characteristically  normal.  Electromyography 
(EMG)  is  essentially  normal  except  for  a decrease 
in  mean  duration  of  motor  unit  potentials.  Histo- 
pathology  reveals  nonspecific  myopathic 
changes. 3 Chronic  thyrotoxic  myopathy  does  not 
respond  to  neostigmine,  and  it  invariably  dis- 
appears with  achievement  of  a euthyroid  state. 

Acute  thyrotoxic  myopathy,  in  contrast,  is 
characterized  by  the  rapid  development  of  paral- 
ysis of  facial,  jaw,  and  pharyngeal  musculature. 
Generalized  limb  weakness  may  occur,  and  se- 
vere vomiting,  diarrhea,  atrial  fibrillation,  and 
encephalopathy  have  been  reported.''^  It  is  a 
clinical  emergency,  and  should  be  managed  as 
thyroid  storm,  including  intravenous  glucose  and 
corticosteroids;  propylthiouracil;  propranolol; 
sodium  iodide;  and  plasmapheresis  in  refractory, 
deteriorating  cases. 

Myasthenia  gravis  occurs  in  association  with 
thyrotoxicosis.  About  one  per  cent  of  patients 
with  Graves’  disease  are  myasthenic,  and  approx- 
imately three  to  nine  per  cent  of  myasthenics  are 
thyrotoxic. This  association  is  presumed  to  be 
on  an  autoimmune  basis.  The  diagnosis  is  con- 
firmed by  characteristic  clinical  features  of  ocu- 
lar, bulbar,  and  less  commonly,  respiratory  or 
limb  muscle  weakness,  worsened  by  exertion  and 
relieved  by  rest.  An  electromyographic  examina- 
tion shows  a decline  in  amplitude  with  both  slow 
and  fast  rates  of  stimulation.  The  Tensilon®  test 
and  acetylcholine  receptor  antibody  titers  are 
confirmatory.  Two-thirds  of  the  patients  with 
both  disorders  will  show  improvement  in  myas- 
thenic symptoms  with  successful  treatment  of  the 
hyperthyroidism,  for  the  remaining  patients,  it 
may  be  necessary  to  administer  neostigmine, 
pyridostigmine,  corticosteroids,  azathioprine,  or 
plasmapheresis. 

Thyrotoxic  periodic  paralysis  (TPP)  is  clinically 
indistinguishable  from  familial  hypokalemic 
periodic  paralysis  (EHPP).'’ ® Both  are  char- 
acterized by  recurrent  attacks  of  weakness  of  all 
muscles,  or  a group  of  muscles,  below  the  neck. 
Proximal  limb  musculature  is  involved  more  than 
distal,  and  muscles  of  respiration  are  sometimes 
affected.  Cranial  nerves  and  the  diaphragm  are 
usually  spared.  Episodes  range  in  duration  from 


thirty  minutes  to  several  hours  and  may  last  as 
long  as  several  days.  The  attacks  are  precipitated 
by  sleep,  especially  while  attempting  to  rise  in  the 
morning;  exposure  to  cold;  rest  after  strenuous 
exercise;  meals  high  in  carbohydrates;  or  ex- 
perimentally, by  glucose  or  saline  infusion.  They 
may  be  aborted  by  gentle  exercise  or  by  adminis- 
tration of  potassium. 

During  an  attack,  hypokalemia  is  present,  but 
the  potassium  level  rarely  falls  below  2.5  mEq/ 
dL.^’  Hypophosphatemia  has  been  described. ^ 
The  electromyographic  examination  shows 
myopathic  changes. 2-  3 These  laboratory  abnor- 
malities revert  to  normal  with  the  resolution  of 
symptoms. 

Although  the  pathogenesis  of  thyrotoxic 
periodic  paralysis  is  poorly  understood,  it  pre- 
sumably involves  depolarization  inactivation  of 
the  sarcolemma  secondary  to  hypokalemia.^’  ® 
An  increase  in  intracellular  potassium,  thought  to 
be  due  to  intracellular  shift,  has  been 
documented.®  Some  of  the  same  precipitating 
factors  of  acute  attacks  of  thyrotoxic  and  familial 
periodic  paralyses  include  epinephrine  and  car- 
bohydrate loads,  which  are  known  causes  of  an 
intracellular  shift  of  potassium.'*  ® 

While  the  above  discussion  applies  to  both  thy- 
rotoxic and  familial  hypokalemic  periodic  para- 
lyses, there  are  some  distinguishing  features. 
Positive  family  history  is  rare  in  thyrotoxic  cases, 
but  almost  invariably  present  in  EHPP.*’  ^ Unlike 
EHPP,  TPP  is  much  more  common  in  Orientals, 
males,  and  at  a later  age  of  onset.  TPP 
resolves  with  successful  treatment  of  the  thy- 
rotoxicosis. Administration  of  minute  doses  of 
intraarterial  epinephrine  in  the  distal  forearm 
causes  paralysis  of  intrinsic  hand  muscles  in 
EHPP,  but  not  TPP.*’  ^ Einally,  while  a residual 
progressive  vacuolar  myopathy  may  develop  in- 
terictally  in  EHPP,  it  is  almost  never  present  in 
TPP  ^ 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1985 

to  be  awarded  for  an  original  contribution  on 

"The  Doctor-Patient  Relationship: 
Friend  or  Adversary" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge,  Army  surgeon,  and  a descen- 
dent  of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1985  Fiske  Prize  will  be  a maximum  of  $2,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1985  to  Secre- 
tary, Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis 
Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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Tay-Sachs  Disease:  Knowledge  and 
Attitudes  of  the  Rabbinical  Community 

Premarital  Rabbinical  Counseling  Provides  Ideal  Opportunity  to  Encourage 


Screening 


Dianne  N.  Abuelo,  MD 

Judith  Rosenstein,  BA,  MT  (ASCP) 

Michael  Sheff,  PhD 


The  prevention  of  certain  genetic  disorders  re- 
quires an  organized  program  which  includes 
community  and  professional  education,  popula- 
tion screening  for  carriers,  and  reproductive 
counseling.  Tay-Sachs  disease,  a fatal  neuro- 
degenerative  disorder  transmitted  by  a pair  of 
autosomal  recessive  genes,  is  especially  amenable 
to  prevention  in  this  manner.  Approximately 
one  in  27  Jews  of  Ashkenazic  (East  European) 
descent  is  a carrier  of  this  gene,  which  theoretical- 
ly could  affect  one  in  3,600  live  births  in  this 
ethnic  group.  While  the  disorder  can  also  occur  in 
non-Jews,  the  carrier  rate  is  much  lower. 

The  recent  marked  decline  in  the  incidence  of 
Tay-Sachs  disease  among  the  Jewish  population 
of  the  United  States  is  a tribute  to  the  extensive 
efforts  in  community  education  and  heterozy- 
gote screening  that  have  been  carried  out  by  var- 
ious local  Tay-Sachs  prevention  programs  and 
the  National  Tay-Sachs  Enunciation.  Heterozy- 
gote screening,  however,  must  be  performed  reg- 
ularly to  assure  that  this  success  continues. 


Dianne  X.  Abuelo,  MD,  is  Director,  Genetic  Counsel- 
ing Center,  Rhode  Island  Hospital,  Providence;  Clini- 
cal Associate  Professor  of  Pediatrics,  Brown  University 
Program  in  Medicine. 

Judith  Rosenstein,  BA,  MT  (ACSP),  is  associated  with 
the  Tay-Sachs  Laboratory,  The  Miriam  Hospital,  Prov- 
idence, Rhode  Island. 

Michael  Sheff,  PhD,  is  Biochemist-in-Charge,  Rhode 
Island  Tay-Sachs  Program,  The  Miriam  Hospital, 
Providence;  Associate  Professor  of  Pathology,  Brown 
University  Program  in  Medicine. 


The  Rhode  Island  Tay-Sachs  Prevention  Pro- 
gram has  been  in  existence  since  1973  and  has 
sponsored  numerous  screenings  in  synagogues 
and  on  a college  campuses.  To  date,  more  than 
2,000  persons  have  been  tested,  and  105  carriers 
identified.  Program  organizers  have  found  that 
the  success  of  the  screening  process  appears  to 
depend  upon  the  amount  of  prescreening  educa- 
tional efforts  and  publicity,  and  that  these  efforts 
must  be  repeated  for  each  screening.  To  increase 
the  effectiveness  of  our  educational  activities,  we 
decided  to  focus  our  efforts  on  a small  group  of 
persons  who  meet  with  and  influence  Jewish  cou- 
ples planning  marriage  — the  Orthodox,  Con- 
servative, and  Reform  rabbis  of  the  local  area. 

A short  questionnaire  was  devised  to  assess  the 
knowledge  of  area  rabbis  concerning  Tay-Sachs 
disease  and  their  attitudes  toward  screening.  Re- 
sponses were  obtained  by  telephone  with  all  prac- 
ticing rabbis  in  Rhode  Island.  They  were  asked 
about  their  branch  of  Judaism  (Orthodox,  Con- 
servative, or  Reform),  if  they  routinely  suggest 
screening  for  Tay-Sachs  disease  during  premari- 
tal counseling,  and  whether  they  would  cooper- 
ate with  the  prevention  program. 

Results 

Eourteen  rabbis  were  interviewed.  Ehree  of  the 
group  described  themselves  as  leading  Orthodox 
congregations,  six  Conservative,  three  Reform, 
and  two  mixed. 

Thirteen  performed  premarital  counseling. 
Nine  routinely  discussed  Eay-Sachs  screening  if 
both  members  of  the  couple  were  Jewish,  but  only 
four  if  one  partner  was  not  of  Jewish  descent. 

This  may  be  an  indication  of  the  general  lack  of 
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awareness  that  non-Jews  can  also  carry  the  Tay- 
Sachs  gene.  All  but  one  stated  that  they  would 
support  testing  if  the  couple  initiated  the  discus- 
sion. The  other,  a Conservative  rabbi,  was  not 
opposed  to  screening  per  se,  but  admitted  to  hav- 
ing very  little  knowledge  about  the  disorder. 

All  but  one  wished  to  receive  educational  mate- 
rial for  their  own  use  or  distribution.  The  excep- 
tion preferred  to  suggest  to  interested  couples 
that  they  call  the  Tay-Sachs  program  directly.  All 
agreed  to  publicize  the  program  to  their  con- 
gregations, and  all  but  one  expressed  interest  in 
attending  a lecture  on  Tay-Sachs  disease  spon- 
sored by  our  prevention  program. 

Discussion 

To  retain  the  momentum  of  earlier  successes  in 
carrier  detection,  efforts  will  have  to  be  main- 
tained to  educate  the  general  public.  Past  experi- 
ence has  shown  that  most  persons  who  present 
themselves  for  testing  have  learned  about  it  from 
friends,  newspapers,  radio,  and  television  rather 
than  from  physicians  and  rabbis.*  Although  ob- 
stetricians in  Rhode  Island  have  begun  to  refer 
their  Jewish  patients  for  Tay-Sachs  screening, 
these  referrals  frequently  occur  during  pregnan- 
cy when  abnormal  results  can  cause  considerable 


psychological  distress  and  when  the  test  is  tech- 
nically more  difficult  to  perform.  Rabbis,  howev- 
er, are  in  the  unique  position  of  meeting  with 
young  couples  before  marriage  when  they  are 
especially  receptive  to  conversations  about  child- 
bearing and  the  importance  of  screening.  Our 
results  indicate  that  most  rabbis  would  be  coop- 
erative, but  that  the  rabbis  themselves  need  addi- 
tional information  concerning  the  nature  and 
genetics  of  Tay-Sachs  disease.  The  branch  of 
Judaism  to  which  they  adhere  did  not,  in  our 
small  sample,  correlate  with  their  prior  knowl- 
edge of  Tay-Sachs  disease  or  willingness  to  sug- 
gest screening.  We  intend  to  provide  them  with 
educational  programs  and  materials  and  enlist 
them  in  our  ongoing  efforts  at  prevention  of  Tay- 
Sachs  disease. 

Acknowledgments 

We  should  like  to  thank  the  Rhode  Island  Depart- 
ment of  Health  for  their  support  of  this  program 
and  Jewish  Family  Services,  the  sponsors  of  the 
Rhode  Island  Tay-Sachs  Prevention  Committee. 

■ 

Reference 

1 Childs  B,  Gordis  L,  Kaback  MM:  Tay-Sachs  screening:  Motives  for 
participating  and  knowledge  of  genetics  and  probability.  Am  J 
Hum  Genet  28:  537-549,  1976. 


There  must  be  a good  reason  why 

we’ve  become  the 


UNTIED 

SURGICAL  CENTERS 


The  Pmfessionals  in 
Home  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)781-2166 

OPENDAIUr8to5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 
At  the  Cranston/Warwick  City  Line 


226 


Rhode  Island  Medical  Journal 


SPECIAL  REPORT 


Rhode  Island  Health  Risk  Appraisal 
Program  in  Worldwide  Use 


Louis  A.  Marciano,  MEd 


The  microcomputer-based  health  risk  appraisal 
program,  Wellness  Check,  developed  by  the 
Rhode  Island  Department  of  Health,  is  currently 
used  in  47  of  the  50  states  and  in  Canada,  West 
Germany,  and  England^  Information  concern- 
ing the  program  has  been  sent  to  33  foreign  coun- 
tries, and  current  Wellness  Check  clients  are 
adapting  the  program  for  use  in  Northern 
Europe  and  South  America.  Since  1983  when  it 
was  made  available  to  organizations  outside 
Rhode  Island,  more  than  300  of  the  computer 
software  programs  have  been  sold  to  agencies 
and  professionals  throughout  the  world. 

In  the  United  States,  hospitals  have  been  the 
largest  single  client  group  with  more  than  65 
using  the  program.  Colleges  and  universities 
comprise  the  second  largest  client  group,  fol- 
lowed by  physicians  and  group  practices.  Other 
clients  include  state,  city,  and  county  health  de- 
partments; health  maintenance  organizations; 
voluntary  non-profit  organizations;  and  private 
industry. 

Historical  Background 

The  earliest  version  of  the  program  available  for 
public  use  relied  exclusively  on  large,  expensive 
mainframe  computer  systems.  The  complexity  of 
the  hardware  and  the  necessary  time  delays  be- 
tween administration  of  the  appraisal  and  feed- 
back to  the  client  were  seen  as  major  obstacles  to 
its  widespread  use  as  a public  health  promotion 
tool.  In  1979,  John  Tierney,  Deputy  Director  of 
Health,  suggested  that  we  take  advantage  of  the 
then  newly-emerging  technology  in  micro- 
computers to  develop  a program  capable  of  being 
processed  on  a portable  computer  which  could  be 


Louis  A.  Marciano,  MEd,  is  Chief,  Office  of  Health 
Promotion,  Rhode  Island  Department  of  Health,  Provi- 
dence, Rhode  Island. 


moved  to  the  test  site.  Tierney  and  the  Depart- 
ment asked  computer  specialist  Larry  Manire  of 
Rhode  Island  Health  Services  Research,  Inc 
(SEARCH)  to  design  a prototype  microcomputer 
program.  Under  the  direction  of  health  depart- 
ment officials  Doctor  William  H.  Hollinshead, 
Director,  Division  of  Family  Health,  and  Francis 
Donahue,  Director  of  Special  Projects,  a panel  of 
medical  and  public  health  experts  was  established 
to  develop  the  test  questionnaire  for  identifying 
individual  health  risks.  In  the  spring  of  1980,  the 
nation’s  first  microcomputer-based  health  risk 
appraisal  program  was  introduced  in  Rhode  Is- 
land. 


Discussion 

The  program  was  enhanced  further  to  allow  for 
large-scale  administration  by  utilizing  an  optical 
scanning  card  reading  device.  The  ability  to 
screen  more  and  larger  groups  was  greatly  in- 
creased when  Tierney  converted  an  underused 
health  department  van  into  the  “Wellness 
Wagon,”  now  a familiar  sight  at  schools,  malls, 
and  businesses  throughout  the  state.  In  1982  a 
version  of  Wellness  Check  for  adolescent  popula- 
tions was  written  using  the  same  technology.  To 
date  more  than  35,000  adults  in  Rhode  Island 
and  16,000  teenagers  have  participated  in  the 
program. 

Ease  of  administration:  The  program  utilizes  an 
optical  scanning  card  reader  for  high-speed  and 
error-free  data  entry.  Using  computer  answer 
cards,  respondents  can  be  processed  in  seconds. 
Also  available  for  those  clients  without  optical 
scanning  devices  is  a “type-in”  version  of  Wellness 
Check  that  requires  manual  entry  of  information 
from  the  respondent.  In  either  version,  feedback 
on  health  risks  is  provided  to  the  respondent 
immediately  after  the  administration  of  the  ques- 
tionnaire. 
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Table  1.  Comparisons  of  Selected  Risk  Factors  Among  Generations  in  Rhode  Island 


Intergenerational  Comparisons 
on  Selected  Risk  Factors 
in  Rhode  Island 


Risk  Factors 


Overweight 
flides/Drvs  Undr  Infl 
Smoke  Cigarettes 
Not/Unsure  Immunized 
Not  Exercise  3x/Week 
Not  on  Good  Diet 
Not  Use  Seatbelts 


y/X  Teenagers 
^n  = 11.340 


I Adults 
I n = 25,  099 


90  100 


Percent 


Data  collected  by  the  Rhode  Island  Department 
of  Health's  WELLNESS  CHECk  Program  (1983  - 1904) 


Profiling:  A powerful  profiling  capability  in 
Wellness  Check  allows  for  comparisons  of  health 
risks  among  groups.  Clients  use  this  feature  to 
understand  their  particular  health  risk  problems 
for  developing  specific  educational  interven- 
tions. Subsequent  profiles  can  be  used  for  eval- 
uating the  impact  of  such  educational  efforts  as 
weight  control  programs  and  no-smoking  clinics. 

Database:  As  individuals  complete  their  Well- 
ness Check,  their  responses  are  stored  in  diskettes 
for  further  analysis.  Because  of  the  ease  of  ad- 
ministration, it  is  possible  to  establish  quickly  a 
sizeable  database  that  can  be  used  for  health 
education  program  planning. 

National  network:  In  recent  months.  Wellness 
Check  staff  have  begun  the  process  of  gathering 
data  from  clients  throughout  the  nation.  Begin- 
ning initially  with  the  data  on  adolescents  and 
progressing  to  adult  groups,  we  hope  to  develop 
the  capability  of  providing  periodic  national 
health  profiles  on  health  risks  for  use  in  local, 
state,  and  regional  health  education  planning. 

The  Future  of  Health  Risk  Appraisal 
Programs  in  Rhose  Island 

The  Rhode  Island  Department  of  Health  intends 
to  maintain  and  expand  its  role  as  an  internation- 


al leader  in  health  risk  assessment.  A college  age/ 
young  adult  version  is  in  the  final  stages  of  de- 
velopment, and  plans  include  the  design  of  a 
retirement-age  program  as  well  as  one  geared  at 
preadolescents.  Technological  improvements  in 
the  administration  of  the  program  has  also  kept 
pace.  The  planned  introduction  of  Wellness 
Check  Version  2.0  in  August  1985  will  represent 
a “state-of-the-art”  program  that  will  carry  health 
risk  appraisals  in  Rhode  Island  into  the  next  dec- 
ade. In  the  interim,  the  revenue  generated  from 
the  sale  of  the  software  and  related  printed  mate- 
rials has  been  used  partially  to  support  the  costs 
of  continued  program  development  and  the  ex- 
penses of  providing  health  risk  assessments  to 
business,  school,  and  community  groups 
throughout  the  state. 
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re«ha*bil*i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medical/ 
surgical  capabilities  of  a full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area. 

For  further  information  or  a descriptive 
brochure  call  (401 ) 846-6400,  extension 
1845,  or  write  to:  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  NewpxDit,  Rhode  Island  02840. 
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The  28  bed  Center  provides; 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therap>eutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 

VANDERBILT 

REHABILITATION  CENTER 

At  Newport  f lospital 

Fnendship  St.,  Newport.  RI  02840 
(401)846-t)4(X),  ext.  1845 
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Diagnostic  Services 
under  one  Roof  in 
Two  Locations  Offering 
Laboratory  Services  # X-Ray  Services 
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EKG  Services 


‘NORTH  PROVIDENCE 

ONE  Of  the  only  fully  licensed  independent 

LABOPATORIES  IN  NORTH  PROVIDENCE 
PAULA  A.  TANZI,  M.T.  HEW 

1339  Smith  Street 
(Junction  Mt.  Pleasant  and  Smith) 

Hours:  Monday-Friday  7 AM-6  PM 
Saturday  7 AM-1  PM 
Summer  Hours  June  15-Sept  15  Call 

353-4013 


• WALK-IN  SERVICE 
OFF  STREET  PARKING 

& EASE  OF  ENTRY 
• PRE  MARITAL  TEST 
• AVOID  WAITING  IN  HOSPITAL 
LABS  AS  AN  OUT  PATIENT 

• ON  SITE  IN  STATE 
BLOOD  TESTING 


‘‘Don’t  Lose  Money  By  Staying  Out  Of  Work” 
Because  of  Inconvenient  Lab  or  X-Ray  Hours. 
Board  Cenined-PATHOLOGIST 
RADIOLOGIST  - CARDIOLOGIST 


•CRANSTON 
351  Budlong  Road 
(Five  Minutes  from  Garden  City) 
Hours:  Monday-Friday  8 AM- 1 PM 
Wednesday-Saiurday  8 AM-12  NOON 
LAB  TEST  PROCESSED  AT 
N.  PROVIDENCE  LAB 

946-0550 


Ocean  Slate  Accepts  Assignment  On  All  Medicare  St  Blue  Shield  Claims 


I 
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AN  OFFICE  MEDICAL  LABORATORY  WORKS  . . . 

for  you 

for  your  staff 

for  your  patients 

ADVANTAGES 

• Control  of  your  patient  lab  results 

• Low-cost,  high-gross  lab  equipment 

• Test  menu  tailored  to  your  practice 

• Efficient  use  of  space  and  staff  to  generate  income 

• Latest  Information  on  Medicare  and  Blue  Shield  test  profiles  and  payments 

ONE  PHONE  CALL  FROM  YOU  OR  YOUR  OFFICE  MANAGER  CAN  ARRANGE  A SURVEY  BY  OUR 
CONSULTANTS  WITH  NO  OBLIGATION.  CONSULTING  SERVICES  ALSO  PROVIDED  FOR 

ESTABLISHED  OFFICE  LABS. 

DOCTORS  LABORATORY  CONSULTING  SERVICES,  INC. 

401/276-5790 
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BOOK  REVIEW 


Tobias  M.  Goodman,  MD 


General  Urology,  11th  Edition,  Donald  R.  Smith, 
Editor-in-Chief,  661  pp.  with  illus.,  Los  Altos, 
California,  Lange  Medical  Publications,  1984. 

A book  already  in  its  11th  edition  and,  as  noted  in 
the  preface,  soon  to  be  published  in  Japanese, 
Polish,  Portuguese,  Spanish,  French,  German, 
Greek,  and  Italian  editions,  must  have  something 
to  recommend  it.  In  addition  to  the  many  transla- 
tions, the  volume  is  designed  to  be  useful  to  those 
who  may  not  have  access  to  other  sources  of  in- 
formation. Virtually  every  possible  aspect  of 
general  urology  is  included.  While  we  can  be  sure 
that  the  practicing  physician  will  not  sit  down  and 
read  this  compilation  from  cover  to  cover,  the 
handy  and  low-priced  paperback  remains  popu- 
lar because  of  its  comprehensive  approach  to  the 
subject  matter,  brevity  of  discussion,  and  reliable 
and  current  references. 

The  text  consists  of  thirty-six  chapters.  The 
general  arrangement  is  the  same  as  in  the  tenth 
edition  with  the  addition  of  a chapter  on  inter- 
ventional radiology  and  the  elimination  of  a sepa- 
rate chapter  on  ultrasonic  examination.  The  edi- 
tor, Doctor  Donald  R.  Smith,  has  obtained  new 
contributions  for  some  of  the  chapters.  While 
sixteen  out  of  thirty-six  in  the  last  edition  were 
written  by  the  editor,  he  is  responsible  for  eight  in 
the  present  volume.  As  in  previous  editions,  there 
are  current,  copious,  but  carefully  culled  refer- 
ences arranged  by  subject  at  the  end  of  each  chap- 
ter. These  citations,  which  represent  much  of  the 
book’s  value,  conveniently  refer  the  interested 
physician  to  detailed  resources. 

The  initial  pages  deal  with  anatomy,  embryolo- 
gy, symptoms,  and  physical  and  laboratory  ex- 
amination of  the  urinary  tract.  These  chapters 
will  provide  practitioners  with  a basic  but  acute 
review  and,  in  particular.  Chapter  5,  “Urologic 


Tobias  M.  Goodman,  MD,  is  a urologist  in  private 
practice  in  Westerly,  Rhode  Island,  and  Chief  of 
Surgery,  Westerly  Hospital. 


Laboratory  Examination,”  offers  an  easily  ac- 
cessible summary  of  laboratory  methods  and 
their  clinical  implications.  Thus  we  are  told  that 
the  specific  gravity  of  urine  may  be  falsely  ele- 
vated by  glucose,  protein,  artificial  plasma  ex- 
panders, or  intravenous  contrast  agents;  that  the 
pH  of  urine  left  standing  tends  to  be  alkaline;  that 
numerous  white  cells  in  urine  may  give  a false 
positive  result  for  protein;  that  in  hematuria  re- 
sulting from  glomerular  disease,  red  cells  in  the 
urine  have  a dysmorphic  configuration;  and  that 
ingested  charcoal  may  be  found  in  the  centri- 
fuged urinary  sediment  in  suspected  fistula  of  the 
urinary  tract  and  bowel.  Such  an  emphasis  on  the 
clinical  implications  and  limitations  of  standard 
laboratory  methods  can  only  be  commended. 

The  next  four  chapters  discuss  imaging  and 
instrumentation  of  the  urinary  tract.  We  are  re- 
minded that  the  mortality  rate  due  to  intravascu- 
lar injection  of  contrast  media  is  approximately 
1/40,000  and  “that  the  risks  and  benefits  of  using 
intravascular  urographic  contrast  agents  should 
be  carefully  evaluated  for  each  patient.”  There 
are  brief  summaries  of  the  various  specialized 
urographic  studies  up  to  and  including  magnetic 
resonance  imaging.  At  the  end  of  Chapter  6, 
there  is  a noteworthy  comparison  which  distin- 
guishes the  advantages  and  disadvantages  of  each 
technique.  The  article  on  interventional  uro- 
radiology  is  followed  by  a lucid  explanation  of 
radiopharmaceuticals.  The  discussion  is  especial- 
ly valuable  since  the  indications  and  interpreta- 
tions for  these  studies  are  sometimes  unclear  and 
depend  primarily  on  an  understanding  of  the 
pharmacology  and  instrumentation.  Although 
these  chapters  are  certainly  adequate,  many 
would  appreciate  a chapter  on  endourology  and  a 
full  examination  of  the  various  nephroscopic  and 
ureteroscopic  techniques  that  promise  to  revolu- 
tionize the  approach  to  everyday  urologic 
problems.’’  ^ 
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Attention: 

GENERAL  PRACTICE 
PHYSICIANS 

The  largest  medical  office  facility  in  Rhode  Island 

offers  you  and  your  patients: 

o Laboratory  services 
o X-ray  film  services 
o Emergency  room 
o In-house  pharmacy 
o Spacious  parking  facilities 
o Close  to  major  highways 
o Easily  accessible  to  area  hospitals 

THE  ATWOOD  MEDICAL  CENTER 
1524  Atwood  Avenue 
Johnston,  Rhode  Island 

For  further  information,  please  call  Dr. 

Carl  F.  DeLuca  at  401/274-2910 


The  chapters  on  urinary  obstruction  and  re- 
flux provide  a nice  review  of  pertinent  and  com- 
mon pathophysiology.  The  information  con- 
tained in  Chapter  12,  “Nonspecific  Infections  of 
the  Genitourinary  Tract,”  should  be  familiar  to 
all  practicing  physicians.  For  example:  “Conven- 
tional 7-to-14  day  therapy  is  not  ideal  for  most 
forms  of  urinary  tract  infection;  deep  tissue  in- 
fection requires  more  intensive  therapy  and  su- 
perficial mucosal  infection  less  intensive  therapy. 

. . . It  is  likely  that  at  least  80  per  cent  of  all 
recurrent  urinary  tract  infections  are  reinfec- 
tions, probably  secondary  to  altered  host  de- 
fenses.” The  pathogenesis  of  urinary  tract  infec- 
tion is  outlined  well.  Four  modes  of  entry  of  bac- 
teria into  the  urinary  tract  are  described,  fol- 
lowed by  a discussion  of  susceptibility  factors  and 
defense  mechanisms.  Adherence  to  specific 
vaginal  epithelial  cell-surface  receptors  by  bacte- 
rial pili  or  fimbriae  with  increased  adhesion  in 
women  with  recurrent  urinary  tract  infections  is 
of  current  interest  and  may  provide  the  basis  for 
future  therapies.^’ 

A review  of  acute,  chronic,  and  xanthogranu- 
lomatous pyelonephritis  follows.  While  the  de- 
scription of  the  pathology  and  treatment  of 
gram-negative  shock  appears  to  be  accurate,  it  is 
very  brief.  Those  physicians  treating  this  com- 
mon and  often  fatal  disorder  would  do  well  not  to 
depend  on  this  abbreviated  information  alone. 
The  descriptions  of  papillary  necrosis,  renal  ab- 
scess, and  perinephric  abscess  are  worthwhile. 
Clinicians  will  also  find  helpful  the  discussions  of 
cystitis,  prostatitis,  urethritis,  and  epididymitis, 
and  the  summary  of  the  use  of  antimicrobials. 

Two  chapters,  “Specific  Infections  of  the  Uri- 
nary Tract”  and  “Sexually  Transmitted  Diseases 
in  Males,”  include  such  hard-to-fmd  information 
as  the  current  recommendations  for  drug  ther- 
apy of  renal  tuberculosis  and  vesical  and  renal 
candidiasis. 

Urinary  stones  are  a common  problem  in  prac- 
tice. Chapter  15  presents  a capsule  of  this  com- 
plex multifactorial  disease  process,  provides  a 
practical  summary  of  the  diagnostic  evaluation, 
and  offers  a compendium  of  therapy.  Those 
treating  such  patients  should  be  familiar  with  the 
use  of  cellulose  phosphate  and  orthophosphates 
for  absorptive  hypercalciuria  and  thiazides  for 
renal  hypercalciuria.  The  sections  on  hyperox- 
aluria, cystinuria,  and  hyperuricosuria  are  also 
detailed  as  well  as  that  on  the  manipulative  and 
surgical  management  of  calculi.  The  recom- 
mended management  of  injuries  to  the  geni- 
tourinary tract  is  conservative. 
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A chapter  on  immunology  precedes  a newly- 
written  account  by  several  authors  concerning 
genitourinary  tumors  and  such  current  concepts 
as  angioinfarction  of  renal  cell  carcinoma, 
mithramycin  therapy  for  hypercalcemia  in  renal 
cell  carcinoma,  multimodal  therapy  for  nephro- 
blastoma, and  the  changing  therapies  of  nonsem- 
inomatous  germ-cell  tumors  of  the  testis.  Unfor- 
tunately, the  use  of  leuprolide  to  inhibit  gonado- 
tropin release  as  an  antiandrogen  treatment  for 
carcinoma  of  the  prostate  receives  only  brief 
mention  in  one  sentence.^ 

The  next  two  chapters,  “Neuropathic  Bladder 
Disorders”  and  “Urodynamic  Studies,”  deal  with 
the  evaluation  and  treatment  of  neuropathic 
bladder  (spastic,  uninhibited,  flaccid)  and  sphinc- 
teric  function.  The  non-urologist  will  find  the 
description  of  flow  rate,  a totally  noninvasive 
study,  and  its  clinical  correlations  to  be  instruc- 
tive. There  is  also  a clear  explanation  of  the  eval- 
uation of  sphincter  function  by  urethral  pressure 
profile  and  by  electromyography.  The  following 
chapter  describes  the  work-up  and  treatment  of 
disorders  of  the  adrenal  gland.  Some  may  find 
the  accompanying  diagrams  and  photographs 
helpful.  Although  the  chapter  is  in  “cookbook” 
style,  there  is  enough  information  to  understand 
a portion  of  the  pathophysiology.  Those  treating 
these  disorders,  however,  may  prefer  more  de- 
tailed reviews.  Chapter  22,  “Disorders  of  the  Kid- 
neys,” is  a catch-all  chapter  covering  congenital 
anomalies  of  the  kidneys,  simple  cyst,  ectopic  kid- 
ney, medullary  sponge  kidney,  aneurysm  of  the 
renal  artery,  renal  infarctions  and  renal  vein 
thrombosis.  While  the  chapter  on  medical  renal 
diseases  provides  an  outline  of  these  disorders, 
there  is  not  enough  information  for  the  detailed 
management  of  such  patients. 

Although  brief.  Chapter  24  may  be  one  of  the 
most  useful.  It  provides  an  effective  intellectual 
framework  which  divides  oliguria  into  prerenal, 
vascular,  intrarenal,  and  postrenal  causes  and 
cites  the  diagnostic  characteristics  of  each  factor. 
The  chapters  on  dialysis  and  renal  transplanta- 
tion appear  to  be  for  orientation  purposes  only. 
Chapters  27  through  31  detail  various  urological 
disorders  arranged  in  approximate  anatomical 
order.  Chapter  32  provides  a convenient  list  to 
jog  the  memory  of  the  clinician  on  the  diagnosis 
and  treatment  of  common  genital  skin  disorders. 

The  personal  favorite  of  this  reviewer  is  the 
chapter  written  by  Doctors  Felix  Conte  and  Mel- 
vin Grumbach  of  the  University  of  California 
School  of  Medicine  on  abnormalities  of  sexual 
differentiation.  After  the  presentation  of  a clear 


STARKWEATHER  & SHEPLEY 

PROVIDES  MORE  MALPRACTICE 

INSURANCE  FOR  RHODE  ISLAND 
DOCTORS  THAN  ANY  OTHER 
AGENCY....  ANYWHERE 

PLUS  insurance  for 

tax  audit 
partnership 
disability  income 
worker’s  compensation 
fire/ theft/ auto 

and  group  insurance, 
pensions,  benefits 
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STARKWEATHER  & SHEPLEY,  INC. 

1 55  South  Main  Street 
Providence,  Rhode  Island  02903 
(401)  421-6900 
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In  Rhode  Island: 

PHYSICIAN 

WANTED 

Experienced  physician  for 
busy  and  expanding  walk-in 
medical  facilities.  Full-time 
position  available. 

Send  inquiries  to: 

PO  Box  6204 

Providence,  Rhode  Island  02904 


IDEAL  LOCATION 

1350  square  feet  of  professional 
office  space  is  available 
immediately  for  lease  on  Reservoir 
Avenue  in  Garden  City.  Ideal  for  a 
doctor  or  dentist,  this  large  and 
spacious  office  boasts  a 
newly-decorated  waiting  room, 
nurse  or  reception  office,  three 
examining  rooms  with  sinks,  and  a 
physician  office  with  storage. 

For  more  information  please  call: 

Adele  Di  Stefano  Realty,  Inc. 
3880  Post  Road 
Warwick,  Rhode  Island  02886 
401/885-4500 


summary  of  normal  sexual  differentiation,  the 
chapter  provides  well-defined  clinical  descrip- 
tions of  Klinefelter’s  syndrome,  Turner’s  syn- 
drome, true  and  pseudohermaphroditism,  and 
other  entities.  One  cannot  help  but  be  enthusias- 
tic about  the  elegant  immediate  clinical  applica- 
tion of  basic  biological  theory.  Our  understand- 
ing of  the  genetic  control  of  testicular  differentia- 
tion currently  is  being  elucidated,  and  readers 
will  be  interested  in  the  discussion  of  the  HY 
antigen.  It  has  been  shown  to  be  secreted  by  Ser- 
toli cells  and,  when  attached  at  receptor  sites  on 
the  cells  of  the  indifferent  gonad,  demonstrated 
to  induce  development  into  a testis.®  This  chapter 
certainly  can  be  read  for  pleasure. 

The  chapters  on  renovascular  hypertension 
and  andrology  again  provide  easily-accessible, 
useful,  and  clear  information  on  renal  hyperten- 
sion, infertility,  and  impotence. 

Written  by  the  editor,  the  final  chapter  ex- 
amines the  relationship  between  the  psyche  and 
renal  and  vesical  function  and  provides  an  objec- 
tive consideration  of  this  elusive  group  of  highly 
symptomatic  disorders.  His  treatment  of  the  sub- 
ject obviously  reflects  extensive  personal  clinical 
experience. 

Although  in  some  of  the  subjects  we  would 
have  preferred  to  see  a more  comprehensive  dis- 
cussion of  recent  concepts  or  techniques  that  may 
be  unfamiliar  to  the  practitioner.  General  Urology 
provides  practical  advice  on  common  questions 
of  detail.  Clearly  the  good  sense  and  breadth  of 
knowledge  of  the  editor  are  evident  in  the  cur- 
rent edition,  a reliable  book  of  use  to  urologists 
and  nonurologists  alike.  We  look  forward  to  the 
twelfth  edition. 
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DALLAS/ 
FORT  WORTH 
NEEDS 
DOCTORS 

Full-time  physician  positions 
available  for  general 
practice/internal  medicine 
clinics.  Partnership  available  in 
one  year.  Excellent 
opportunity. 

Write  or  call: 

S.J.  Kechejian,  MD 
609  South  Main  Street 
Duncanville,  Texas  75116 

214/78010093 


FOR  SALE 


EQUIPMENT  FOR 
ORTHOPEDIC  PRACTICE 
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• Diathermy 
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HAVE  YOU  HEARD?  . . . 


Obese  children  are  more  likely  to  be  fat  as  adults, 
according  to  a study  of  383  infants  and  preschool 
youngsters  who  were  followed  from  childhood  to 
early  adulthood  by  researchers  at  the  University 
of  Michigan.  Approximately  26  per  cent  of  the 
initially  heavy  preschoolers  were  still  found  to  be 
obese  two  decades  later  as  opposed  to  the  15  per 
cent  that  would  be  expected  by  chance,  making 
the  risk  ratio  almost  twice  as  great.  According  to 
Doctors  Stanley  M.  Garn  and  Marquisa  LaVella, 
who  reported  their  findings  in  the  February  1985 
issue  of  \he  American  Journal  of  Diseases  of  Children, 
“The  fatness  levels  of  siblings,  parents,  and 
grandparents  help  to  identify  obese  children  for 
whom  early  intervention  is  indicated.  The  family 
context  predicts  the  future  course  of  obesity,  and 
the  family  must  be  fully  involved  if  intervention  is 
to  succeed.” 

• • • 

A new  test  is  now  available  that  detects  under- 
lying kidney  problems  in  children  with  high 
blood  pressure,  according  to  a report  in  the 
February  1985  issue  of  the  American  Journal  of 
Diseases  of  Children.  Renal  scintigraphic  proce- 
dures were  performed  on  80  hypertensive  chil- 
dren by  researchers  in  Boston’s  Children’s  Hos- 
pital. Such  renal  abnormalities  as  asymmetrical 
function,  size,  or  shape  were  successfully  identi- 
fied with  an  accuracy  of  96  per  cent  and  a specific- 
ity of  97  per  cent.  It  is  recommended  that  the  test 
be  part  of  “the  initial  examination  of  pediatric 
and  adolescent  patients  with  hypertension.” 

• • • 

State  licensing  boards  will  be  alerted  by  the  Amer- 
ican Medical  Association  when  physicians  have 
licensure  actions  taken  against  them  in  other 
states.  The  new  procedure  will  identify  those 
physicians  who,  having  been  disciplined  in  one 
state,  may  attempt  to  practice  in  another  jurisdic- 
tion where  they  hold  a license.  State  boards  cur- 
rently notify  the  Federation  of  State  Medical 
Boards  (FSMB)  of  disciplinary  actions  which 
FSMB  in  turn  publishes  in  a monthly  summary. 
Because  the  summary  lists  only  the  jurisdiction 
that  took  the  action,  each  state  licensing  board 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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General  Law  Practice 
Medical  Collections 


Governor  Financial  Center 
285  Governor  Street 
Providence,  Rhode  Island  02906 
401-421-1364 


Blackstone  Valley 
Psychological  Institute 

Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 
401-765-5100 


must  determine  if  it  has  issued  licenses  to  any  of 
the  physicians  named. 

Under  the  new  procedure,  the  AM  A will  check 
the  FSMB  summary  against  its  records  and  in- 
form each  state  of  licensure  actions  taken  against 
its  licentiates.  The  AMA  maintains  the  only  data 
base  capable  of  identifying  all  the  states  in  which  a 
physician  holds  a license. 

• • • 

Cosmetically  acceptable  hair  growth  was  achieved 
in  one-third  of  the  patients  participating  in  a dou- 
ble-blind trial  of  a new  treatment  for  alopecia, 
according  to  a report  from  the  University  of 
Texas  Health  Science  Center  at  San  Antonio. 
Writing  in  the  February  1985  issue  of  Archives  of 
Dermatology,  Doctor  Richard  L.  DeVillez  reports 
that  topical  minoxidil  therapy  was  carried  out  on 
56  patients  with  hereditary  male  baldness.  The 
most  likely  candidates  for  therapy  have  been  bald 
less  than  ten  years,  have  a bald  spot  less  than 
10-cm  in  diameter,  and  have  more  than  100  hairs 
in  a 2.5-cm  circle  in  the  center  of  the  bald  area. 


Antidepressant  drugs  were  of  particular  value  in 
the  treatment  of  chronic  pain  in  3 1 7 patients  with 
multiple  sclerosis,  according  to  a study  from  the 
Washington  University  School  of  Medicine.  Writ- 
ing in  the  December  1984  issue  of  the  Archives  of 
Neurology,  Doctors  David  B.  Clifford  and  John  L. 
Trotter  report  that  29  per  cent  of  the  study  pa- 
tients experienced  the  clinically  significant  pain 
often  associated  with  the  disease.  The  partial  or 
complete  relief  of  pain  was  observed  in  54  per 
cent  of  the  patients  who  received  such  tricyclic 
antidepressants  as  imipramine  hydrochloride  or 
amitriptyline  hydrochloride. 

• • • 

Smaller  firms  suffer  from  larger  financial 
headaches  than  do  major  corporations  in  provid- 
ing health  insurance  for  their  employees. 
According  to  the  US  Small  Business  Administra- 
tion, several  factors  are  responsible  for  the  grow- 
ing concern  among  firms  with  less  than  500  em- 
ployees. Smaller  companies  often  have  less  flex- 
ibility in  selecting  and  designing  health  care  plans 
and  establishing  payment  schedules.  While  large 
firms  often  develop  their  own  insurance  plans 
with  features  specifically  designed  to  restrain 
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health  care  costs,  insurance  companies  are  less 
likely  to  accommodate  the  needs  of  small  em- 
ployers. These  companies  also  have  fewer  re- 
sources to  develop  on  their  own  such  cost  contain- 
ment programs  as  utilization  review  or  preven- 
tive educational  activities. 

Major  corporations  increasingly  have  turned  to 
self-insurance  as  a means  of  lowering  costs.  Most 
small  companies,  however,  cannot  benefit  from 
averaging  costs  among  their  employees.  Moreov- 
er, small  businesses  may  be  less  able  to  take 
advantage  of  alternative  kinds  of  group  insur- 
ance, such  as  preferred  provider  organizations. 

Insurance  rates  for  firms  with  fewer  than  50 
employees  occasionally  include  a fixed  factor  for 
rising  medical  costs,  while  a variable  factor  for 
these  expenses  is  included  in  the  rates  already  set 
for  larger  companies.  The  variable  factor  is  based 
on  the  prior  experience  of  the  insured  group. 
Because  smaller  firms  pay  a fixed  amount  for 
escalating  medical  costs,  regardless  of  their  ex- 
perience, they  may  well  pay  more  than  their  fair 
share  of  the  total  increases  in  health  care  costs. 

Finally,  because  small  businesses  hire  a dis- 
proportionate share  of  older  workers,  they  are 
for  two  reasons  faced  with  higher  health  costs. 
First,  premiums  for  these  workers  generally  are 
higher.  Second,  recent  federal  statutes  require 
that  employer  health  plans  serve  as  the  primary 
payer  of  medical  care  benefits  for  employees  be- 
tween the  ages  of  65  and  69  years. 

• • • 

Although  air  guns  that  fire  pellets  have  hitherto 
been  considered  dangerous  only  to  the  eyes,  a 
report  in  the  December  1984  issue  of  Archives  of 
Surgery  confirms  that  pellets  can  penetrate  the 
abdomen,  requiring  surgical  removal.  Physicians 
from  the  Bowman  Gray  School  of  Medicine  re- 
port on  the  surgical  treatment  of  four  boys  shot 
with  air  guns.  As  some  modern  air  weapons  have 
muzzle  velocities  that  equal  or  exceed  those  of 
common  civilian  handguns,  it  is  recommended 
that  the  use  of  the  weapons  be  supervised  or 
regulated. 

• • • 

Most  patients  can  anticipate  a satisfying  indepen- 
dent life  following  spinal  cord  injury,  according 
to  a study  from  the  St.  Louis  VA  Medical  Center, 
which  was  published  in  the  February  1985  issue 
of  the  Archives  of  Neurology.  By  following  the  re- 


Are  you  working  too 
hard?  Do  you  want  to  ex- 
pand your  practice? 

Board-certified  family  physician 
actively  involved  in  pediatrics, 
gerontology,  occupational  health, 
and  community  medicine  wishes  to 
relocate  to  the  Narragansett  Bay 
area.  Graduate  of  McGill  University. 
Seven  years  active  practice  experi- 
ence. 

p/ease  contact: 
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through  rehabihtotion, 

the  restoration  of  human  potential 


We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 
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Attorney  At  Law 
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Assistant  Attorney  General 
And 

Director  of  Medicaid  Fraud  Control  Unit 
Department  of  Attorney  General 
State  of  Rhode  Island 
Announces 
The  opening  of  his 
Law  Office 
in  Association  with 
A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
1 1 1 Westminster  Street 
Providence,  Rhode  Island  02903 


Effective:  Telephone: 

December  10,  1984  (401)  421-1400 


habilitation  outcome  of  100  consecutive  patients, 
Doctor  Robert  M.  Woolsey  found  that  half  of 
those  with  incomplete  spinal  cord  injuries  re- 
gained the  ability  to  walk.  Almost  all  complete 
paraplegic  and  quadriplegic  patients  with  lower 
level  injuries  were  able  to  live  independently. 
Many  resumed  work  or  school.  “Unfortunately,” 
he  notes,  “the  outlook  for  patients  with  higher- 
level  injuries  and  for  elderly  or  poorly-motivated 
patients  remains  bleak.” 


Allergan/Innovative  Surgical  Products  Inc,  a 
California-based  manufacturer  of  ophthalmic 
disposable  products,  has  been  granted  an  investi- 
gational device  exemption  for  its  new  brand  of 
intraocular  lenses  (lOL)  by  the  US  Food  and 
Drug  Administration.  According  to  company 
officials,  the  exemption  will  allow  Allergan/ISP  to 
begin  shipping  a series  of  anterior  and  posterior 
chamber  lOLs  early  this  year.  In  the  fall,  the 
company  also  plans  to  seek  an  investigational  de- 
vice exemption  from  the  FDA  for  an  injectable 
lOL  currently  under  development. 


All  soft  contact  lenses  have  protein  adhering  to 
their  surfaces  as  a result  of  normal  wear,  accord- 
ing to  a new  study  in  the  February  1985  issue  of 
the  Archives  of  Ophthalmology.  These  surface  de- 
posits are  capable  of  decreasing  the  life  of  a lens, 
causing  discomfort,  and  contributing  to  a blurred 
image.  Doctor  Olafur  G.  Gudmundsson  of  Har- 
vard Medical  School  and  his  colleagues  found 
lysozyme,  IgA,  lactoferrin,  and  IgG  on  soft  con- 
tact lenses  worn  by  five  asymptomatic  patients. 
No  proteins,  however,  were  evident  on  new,  nev- 
er-worn lenses. 


A commonly-used  heart  drug  paradoxically  can 
produce  a threatening  decrease  in  blood  pressure 
and  blood  flow  to  the  heart  and  increased  angina, 
according  to  the  February  22,  1985  issue  of 
JAMA.  Doctor  William  E.  Boden  and  his  col- 
leagues at  Brown  University  report  that  the 
symptoms  were  noted  in  ten  patients  who  had 
received  combined  nitrate/beta  blocker/nifedi- 
pine therapy.  The  mean  systolic  blood  pressure 
fell  from  109  to  94  mm  Hg  following  nifedipine 
while  the  mean  heart  rate  increased  from  64  to  68 
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beats  per  minute.  Seven  of  the  ten  developed 
transient  ECG  changes  during  the  hypotensive 
period.  The  medication  was  changed  to  diltiazam 
hydrochloride  in  six  patients  and  nifedipine  dos- 
age was  decreased  from  92  mg  per  day  to  62.5  in 
the  remaining  four. 

The  researchers  postulate  that  nifedipine 
administration  in  daily  doses  of  80  mg  or  more 
may  result  in  symptomatic  hypotension,  angina 
pectoris,  and  reversible  myocardial  ischemia  in 
certain  patients  with  “medically-refractory  angi- 
na pectoris.”  The  symptoms  presumably  are  due 
to  a fall  in  coronary  blood  flow  resulting  from  a 
narrowing  of  the  coronary  arteries  complicated 
by  the  fall  in  blood  pressure. 

“We  believe  that  nifedipine  should  be  used 
with  caution,”  Doctor  Boden  warns,  “in  patients 
with  refractory  angina  pectoris  who  are  prone  to 
arterial  hypotension,  particularly  if  they  are  re- 
ceiving concomitant  beta-andrenergic  blocker, 
nitate  therapy,  or  both.” 

• • • 

Decreased  lymphocyte  function  in  depressed  pa- 
tients appears  to  be  associated  specifically  with 
the  clinical  depression,  and  is  not  due  to  the 
effects  of  hospitalization  or  associated  with  other 
psychiatric  disorders,  according  to  a report  in  the 
February  1985  issue  of  Archives  of  General  Psychia- 
try. Doctor  Steven  J.  Schleifer  and  his  colleagues 
at  the  Mount  Sinai  School  of  Medicine  compared 
the  lymphocyte  responses  of  ambulatory  patients 
suffering  from  a major  depressive  disorder  with 
matched  controls.  They  also  studied  the  re- 
sponses of  hospitalized  schizophrenic  patients 
and  those  hospitalized  for  elective  surgery.  The 
study  findings  suggest  that  “the  altered  immunity 
in  depression  may  be  related  to  the  severity  of 
depressive  symptoms.”  g 
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R.L  MEDICAL  BUREAU,  INC. 


We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION,  NO  COMPUTER  DOWNTIME, 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.'  - In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 


degree,  and  bronchial  asthma 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details 


Once~daily 

^'‘^Vil^fdilNDERAL  LA 

(PROPRANOLOL  HCI) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL’  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autohomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrehergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  leyels  and 
clinical  effect,  IN(DERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  lor  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympafhetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  atfack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  ma-,  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAl 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
jxirting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INIjERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a lew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  fhe  above  advice  in  pafienls  considered  at  risk 
of  having  occulf  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indicatiohs. 

Nonailergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila 
lion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  cohtroversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  ihhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
b0t3  bloc^^srs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  lachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTiONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertilily  Long-term  studies  m animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  ol  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia  congestive  heart  failure,  infensification  of  AV  block,  hypo- 
lension.  paresthesia  of  hands,  fhrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nen/ous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous,  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  rejjorted  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  ihcreased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  It  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset"’ 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^  ''®  " 


Caution  patients  about  dnving,  operating  hazardous  machinery  or  drinking 
alcohol  dunng  therapy  Limit  dose  to  15  mg  m elderly  or  debilitated  patients 
Contraindicated  dunng  pregnancy 
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flurazepam  HCI/Roche 

Before  prescribing,  piease  consuit  complete 
product  information,  a summary  of  which  foiiows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
ferized  by  difficulty  in  falling  asleep,  frequenf  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tenng  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staqgenng,  ataxia  and  falling  have 
occurred,  particuTarly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  imtability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occunences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  piuntus,  skin  rash,  dry  mouth, 
bitier  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties  we  have  computerized  in  the  local  area  are: 


General  Surgery 
Pediatrics 

Obstetrics  & Gynecology 
Cardiovascular  & 
Thoracic  Surgery 


Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


600mg1dblets 


Upjohn 


e 1984  Ihe  UpfoNi  Company 


The  Upjohn  Company  • Kalonnazoo,  Michigan  49001  USA 


J'4044  Jonuoiv  1984 


OutsmartingThe  Bear. 


You  never  know  when  youll  run  into  the  bear 
on  Wall  Street  But  when  the  bull  gets  sluggish 
and  rates  decline,  youll  know  he’s  around.  And 
large  investors  may  have  cause  to  worry. 

The  bear  can  be  mean,  but  there  is  a way  to  out- 
smart him.  Just  join  the  Payroll  Savings  Plan 
and  buy  U.S.  Savings  Bonds. 

Bonds  have  a variable  interest  rate  so  you  can 
share  in  the  higher  returns  during  a bull  market 
There’s  no  limit  on  how  much  you  can  earn. 


But  suppose  it  turns  into  a bear  market?  Now 
you’re  protected  by  a guaranteed  minimum,  no 
matter  how  fierce  the  bear  turns. 

So,  no  need  to  run,  fight  or  hide 

from  the  bear.  The  smartest  ^ 5^ 

move  you  can  

is  the  -TV  1 f ^ 

stockv./ 
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iAKATANSKY  INSTALLED  AS  PRESIDENT 

r )r  Herbert  Rakatansky,  Providence  gastroen- 
I ;erologist,  was  installed  as  President  of 
I :he  Rhode  Island  Medical  Society  last  month 
It  the  Society's  174th  Annual  Meeting.  He 
succeeds  Dr  Paul  J.M.  Healey,  Pawtucket 
surgeon.  Long  active  in  professional  and 
:ommunity  affairs.  Dr  Rakatansky  currently 
leads  the  RIMS  Committee  on  the  Impaired 
’hysician  and  served  as  president  of  the 
Providence  Medical  Association  during  1982- 
.983.  His  term  of  office  will  expire  next 

I lay. 

j )ther  officers  elected  at  the  May  29  meet- 
i .ng  include  Drs  Kenneth  E.  Liffmann, 

I rresident-Elect;  Milton  W.  Hamolsky,  Secre- 
1 :ary;  Patricia  A.  Hyzinski,  Treasurer; 

I Peter  D.T.  Clarisse,  Speaker  of  the  House 
1 )f  Delegates;  and  Richard  G.  Bertinl,  Vice- 
- Speaker. 

‘ )r  Liffmann,  also  chairman  of  the  Board  of 
I Trustees  of  the  Joint  Underwriting  Associa- 
I ;ion,  has  served  as  the  Society's  treasurer 
J since  1982.  He  is  a Providence  surgeon. 

Qso  originally  elected  in  1982,  Dr  Hamolsky 
Ls  Professor  of  Medical  Science,  Brown  Uni- 
versity Program  in  Medicine,  and  Physician- 
Ln  Chief,  Department  of  Medicine,  Rhode 
Island  Hospital.  Dr  Hyzinski,  an  internist 
issociated  with  Bristol  Clinic,  previously 
served  as  a delegate  from  the  Bristol 
lounty  Medical  Society  and  currently  is 
1 member  of  the  Society's  Committees  on 
Public  Laws  and  Professional  Health  Care 
Providers.  Dr  Clarisse,  Speaker  of  the 
louse  since  1983,  is  a Newport  radiologist, 
md  newly-elected  Dr  Bertini  is  a Pawtucket 
jrthopedic  surgeon. 

50ARD  OF  MEDICAL  REVIEW  AND  JUA  MUST  IMPROVE 
.lAISON,  HEALEY  TELLS  RIMS  MEMBERS 

The  Board  of  Medical  Review  must  strengthen 
Its  internal  operating  procedures  and  im- 
>rove  liaison  with  the  Joint  Underwriting 
Association  (JUA)  if  it  is  to  regain  credi- 


PRESIDENTIAL  ADDRESS  (continued) 

bility  with  the  profession  and  the  general 
public,  outgoing  president  Dr  Paul  J.M. 

Healey  told  RIMS  members  at  the  May  29 
annual  meeting. 

Established  in  1976  as  the  state's  "watch- 
dog" agency  for  licensed  physicians,  the 
Board  is  empowered  to  investigate  allegations 
and  complaints  against  physicians  and  to  re- 
voke licenses  when  justified.  It  recently 
has  come  to  public  attention  as  the  result 
of  local  press  coverage  of  an  editorial  in 
the  New  England  Journal  of  Medicine  in 
which  Rhode  Island  was  ranked  45th  in  terms 
of  actions  taken  during  1982  by  state  regula- 
tory boards. 

While  the  effectiveness  of  the  Board  cannot 
be  evaluated  solely  in  terms  of  the  number 
of  licensure  actions.  Dr  Healey  said,  its 
credibility  is  questionable,  especially  in 
view  of  reports  that  a comparatively  small 
number  of  physicians  were  responsible  for 
a large  proportion  of  paid  JUA  claims  and 
settlements.  According  to  recent  data,  the 
JUA  to  date  has  paid  roughly  $19  million  in 
claims,  of  which  24  per  cent  is  traceable  to 
11  physicians.  Dr  Healey  noted  that  Governor 
Edward  DiPrete  has  recommended  transferring 
the  Board  to  the  Rhode  Island  Department  of 
Health  under  his  comprehensive  budget  pro- 
posal. The  Board  currently  is  an  independent 
agency  reporting  directly  to  the  Rhode  Is- 
land General  Assembly. 

Dr  Healey  also  focused  on  the  following 
issues : 

Communication ; In  light  of  the  rapidly 
accelerating  pace  of  change  affecting  both 
clinical  care  and  delivery  systems,  the 
Society's  most  important  function  is  to 
facilitate  communication  within  the  physi- 
cian community,  between  physicians  and  the 
general  public,  and  between  physicians  and 
their  individual  patients.  Briefly  review- 
ing the  Society's  accomplishments  toward 


I 


PRESIDENTIAL  ADDRESS  (continued) 

this  goal  during  the  past  year.  Dr  Healey 
cited  several  highlights,  including: 

• representation  before  the  General  Assem- 
bly on  approximately  40  bills; 

• active  participation  on  the  Malpractice 
Commission  created  by  the  1984  General 
Assembly.  Despite  the  Society's  protests 
over  the  lack  of  action  by  the  Assembly 
leadership,  the  last  Commission  member 
was  not  appointed  until  January  1985,  and 
only  as  the  result  of  continuous  pressure 
from  RIMS  were  the  first  two  meetings 
held  earlier  this  spring; 

• engagement  of  Duffy  & Shanley,  Inc  as 
public  relations  consultants; 

• a continuing  series  of  meeting  with  the 
office  of  Senator  John  Chafee  on  the 
malpractice  crisis,  reform  of  the  Medi- 
care program,  and  anti-trust  considera- 
tions which  restrain  voluntary  actions 
by  private  organizations  to  control 
costs ; 

• sponsorship  of  "Meet  the  Candidate" 
breakfasts  with  then  gubernatorial 
contenders  Edward  DiPrete,  Joseph  Walsh, 
and  Anthony  Solomon; 

• an  upgraded  Medicaid  reimbursement  sched- 
ule which  resulted  from  meetings  between 
the  RIMS  Medical  Economics  Committee 

and  the  Department  of  Social  and  Reha- 
bilitative Services. 

Confrontation:  While  the  public  may  well 
remember  the  1980s  as  an  era  of  such  spec- 
tacular medical  advances  as  liver  trans- 
plants and  artifical  hearts,  the  profession 
will  recall  the  decade  as  one  of  mounting 
tension.  The  degree  and  amount  of  con- 
frontation affecting  the  quality  of  medi- 
cal care  can  only  be  expected  to  grow  as 
physicians  and  their  patients  raise  concerns 
about  the  cost  of  medical  care.  Other 
troublesome  issues  include  competition 
among  physicians  resulting  from  the  so- 
called  "physician  glut";  the  rapid  growth 
of  proprietary  hospitals  and  chains;  the 
use  of  an  expanding  (and  more  expensive) 
technology;  and  widespread  changes  in  the 
reimbursement  system. 


PRESIDENTIAL  ADDRESS  (continued) 

Emphasizing  the  importance  of  professional 
cohesion  in  the  face  of  adversity.  Dr  Healey 
called  upon  all  members  to  participate  more 
actively  in  the  deliberations  of  the  Society 
the  American  Medical  Association,  and  spe- 
cialty societies. 

Resources : The  resources  available  for  pa- 

tient care  are  restricted  and  will  become 
even  more  so  in  the  future.  Moreover,  Dr 
Healey  said,  the  financial  and  manpower  re- 
sources available  to  the  Society  to  represen 
membership  interests  must  be  replenished  by 
recruiting  new  members.  While  membership 
dues  have  not  increased  since  1982,  Dr 
Healey  said  that  a dues  hike  would  not  be 
feasible  at  this  time. 


CHAPIN  ORATOR  FOCUSES  ON  DANGERS  OF  THE 
COMMERCIALIZATION  OF  MEDICINE 

Despite  economic  incentives  affecting  the 
delivery  of  health  care,  the  practice  of 
medicine  is  "fundamentally  different  from  | 
ordinary  commercial  enterprises  and  free  I 
market  forces  cannot  be  expected  to  work 
effectively,"  said  Dr  Arnold  S.  Reiman  in 
the  44th  Charles  V.  Chapin  Oration.  The 
oration  was  held  in  conjunction  with  the 
174th  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  held  May  29,  1985  at  the 
Providence  Marriott  Hotel. 

Dr  Reiman,  Editor  of  the  New  England  Journal 
of  Medicine  and  Professor  of  Medicine  at 
Harvard  Medical  School,  told  the  audience 
that  if  physicians  yield  to  pressures  which 
sacrifice  the  quality  of  care  to  commercial 
incentives,  they  stand  to  lose  public  confi- 
dence and  risk  the  danger  of  even  more  re- 
strictive constraints  on  the  practice  of 
medicine.  While  for-profit  ventures  between 
physicians  and  hospitals  and  new  delivery 
systems  oriented  toward  efficiency  and 
profit  have  attracted  considerable  interest, 
the  "relationship  of  trust  between  the  phy- 
sician and  the  sick  and  worried  patient" 
is  receiving  inadequate  attention.  Physi- 
cians must  continue  their  roles  as  patient 
advocates,  he  continued,  or  the  profession 
will  become  "nothing  more  than  a trade  prac- 
ticed for  income,"  one  deserving  of  public 
mistrust  and  anger.  Part  of  the  solution. 

Dr  Reiman  suggested,  is  more  active  involve- 


CHAPIN  ORATION  (continued) 

ment  by  physicians  in  the  American  Medi- 
cal Association,  national  specialty 
societies,  and  local  medical  associations 
as  a means  of  "participating  more  fully" 
in  the  national  debate  which  threatens 
the  restructuring  of  the  health  care 
system. 

The  Charles  V.  Chapin  Oration,  named  in 
honor  of  the  longtime  Providence  super- 
intendent of  health  who  achieved  inter- 
national recognition  for  his  pioneering 
work  in  public  health,  is  jointly  spon- 
sored by  the  Society  and  the  City  of 
Providence.  On  behalf  of  the  city.  Mayor 
Joseph  R.  Paolino,  Jr.  presented  the 
Chapin  Medallion  to  Dr  Reiman  for  his 
outstanding  contributions  to  medicine. 

! AMA  LEADER  ADDRESSES  HOUSE  OF  DELEGATES 

Dr  Harrison  L.  Rogers,  Jr.,  the  Atlanta 
surgeon  who  will  be  installed  as  president 
of  the  American  Medical  Association  this 
month,  called  upon  Rhode  Island  physicians 
to  maintain  their  overriding  concern  with 
quality  medical  care  when  confronted  with 
anticipated  changes  which  will  affect  the 
delivery  and  reimbursement  systems.  Dr 
Rogers  spoke  at  the  May  29  annual  meeting 
of  the  RIMS  House  of  Delegates. 

As  one  example  of  the  dramatic  changes 
ahead.  Dr  Rogers  cited  the  unparalleled 
expansion  of  proprietary  hospitals  and 
chains,  many  of  which  are  becoming  "ver- 
tically-integrated" systems  of  hospitals, 
freestanding  ambulatory  clinics,  and 
nursing  homes.  One  of  the  reasons  for  the 
unprecedented  growth  of  for-profit  facili- 
ties, Dr  Rogers  said,  is  the  mounting 
professional  and  public  preoccupation 
with  the  cost  of  medical  care.  In  recent 
AMA  opinion  surveys,  cost  was  seen  as  the 
major  problem  facing  American  medicine 
by  both  physicians  and  the  general  public. 
Approximately  five  million  persons  are 
employed  by  the  "health  care  industry" 
and  the  nation's  medical  bill  reached 
$370  million  in  1984. 

Dr  Rogers  attributed  the  escalating  costs 
to  several  factors,  including  overall  in- 
flation, the  impact  of  the  physician  sur- 
plus, advanced  technological  procedures, 
an  aging  population,  and  the  fiscal 
effects  of  the  malpractice  crisis.  The 


ROGERS  FOCUSES  ON  COST  (continued) 

nation's  physicians  paid  nearly  $2  billion 
in  premiums  last  year  and  an  estimated  15- 
20  per  cent  of  the  health  care  budget  was 
spent  on  "defensive"  diagnostic  tests  and 
therapeutic  procedures. 

Plans  are  under  way.  Dr  Rogers  continued, 
by  the  AMA  and  national  specialty  societies 
to  develop  a new  approach  to  relative  value 
scales  (RVS)  which  clearly  measure  the  re- 
sources actually  used  by  patients.  While 
many  third-party  payers  use  the  system  as 
a means  of  determining  reimbursement  levels, 
the  AMA  and  other  voluntary  organizations 
discontinued  research  in  this  area  during 
the  mid-1970s  after  the  Federal  Trade  Com- 
mission (FTC)  ruled  that  use  of  an  RVS  by 
private  groups  constituted  restraint  of 
trade.  There  are  recent  indications,  how- 
ever, that  the  hardline  FTC  posture  on 
this  issue  may  be  softening. 

Dr  Rogers  closed  his  formal  remarks  by  not- 
ing the  impact  of  the  physician  surplus, 
the  growing  percentage  of  female  physicians, 
the  increasing  proportion  of  younger  doc- 
tors, and  changes  in  the  residency  training 
system.  He  expressed  concern  over  tne  sub- 
stantial decrease  in  the  number  and  distri- 
bution of  residency  training  programs  and 
the  threatened  elimination  of  some  programs 
entirely. 

MEMBERSHIP  APPROVES  SWEEPING  BYLAWS  CHANGES 

At  its  annual  meeting  last  month,  the  gen- 
eral membership  approved  substantial  revi- 
sions in  the  Society's  bylaws  which  stream- 
line the  functioning  of  the  House  of 
Delegates  and  the  Council,  grant  representa- 
tion for  the  first  time  to  hospital  medical 
staffs  in  the  House,  and  remove  anti- 
quated language  from  the  bylaws. 

The  revisions  were  proposed  by  the  Bylaws 
Committee,  which  consisted  of  Drs  John  J. 
Cunningham,  Paul  J.M.  Healey,  Herbert  Raka- 
tansky,  Charles  P.  Shoemaker,  Jr.,  and 
Richard  Wong.  Before  being  considered  by 
the  House  and  the  general  membership,  the 
suggested  changes  were  subjected  to  an 
exhaustive  review  by  the  Council,  specialty 
societies  and  hospital  medical  staff  associa- 
tions, and  district  medical  societies. 

The  most  substantial  change  involves  grant- 
ing formal  representation  to  the  state's 


HOSPITALS  RECEIVE  DELEGATE  SLOT  (continued) 


BYLAWS  REVISIONS  (continued) 


hospital  medical  staff  associations  in  the 
House  of  Delegates.  To  qualify  for  a dele- 
gate slot,  a staff  association  must  obtain 
approval  from  the  Council  and  the  House 
and  have  at  least  75  per  cent  of  its 
active  staff  as  active  RIMS  members.  The 
delegate  also  must  be  an  active  member 
of  the  Society.  Also  approved  was  a three- 
year  "grandfather”  provision  for  those 
hospitals  which  do  not  currently  meet 
the  membership  requirement. 

The  bylaws  revision  reflects  national 
recognition  of  the  growing  importance 
of  hospital  medical  staffs  as  indicated 
by  the  1983  creation  of  the  AMA  Section 
on  Hospital  Medical  Staffs  (HMSS)  and  the 
establishment  of  similar  sections  by  16 
state  medical  associations. 

Other  changes  approved  by  the  membership 
include: 

• establishment  of  a new  constitution. 
Previous  bylaws  did  not  include  a 
separate  constitution; 

• elimination  of  the  position  of  vice- 
president  and  transfer  of  this  func- 
tion to  the  office  of  president- 
elect ; 

• addition  of  the  Speaker  of  the  House 
of  Delegates  to  the  Executive  Commit- 
tee; 

• restructuring  of  the  Council  to  in- 
clude the  officers,  the  three  most 
recent  past  presidents,  the  speaker 
and  vice-speaker  of  the  House  of 
Delegates,  the  president  of  the 
Staff  Physicians  Association  of 
Rhode  Island  (SPARI),  and  one  coun- 
cilor or  other  designated  representa- 
tive from  each  of  the  seven  district 
societies.  The  newly-structured 
Council  will  consist  of  19  members. 

• addition  of  a requirement  that  the 
Executive  Committee  meet  bimonthly 
in  the  interval  between  Council 
meetings; 

• restructuring  of  the  House  of  Delegates 
to  include  approximately  70  voting 


delegates,  consisting  of  the  officers,  U 
one  delegate  from  each  of  the  official!® 
recognized  specialty  societies,  one  H 
delegate  from  each  of  the  officially-  H 
recognized  hospital  medical  staff  asso-H 
ciations,  and  one  delegate  from  each  H 
district  medical  society  for  each  50  ■ 

RIMS  members  instead  of  the  previous  I 
twenty.  There  will  be  a minimum  of  twoB- 
delegates  from  each  district  society,  o 
of  whom  may  be  the  president.  ^ 

• addition  of  a time  limit  on  the  length 

of  service  by  the  AMA  delegate  and  ^ 

alternate  delegate  who  may  serve  a maxi  t 
mum  of  two  three-year  terms  of  office 
with  a possible  total  of  12  years  as 
both  delegate  and  alternate. 

• addition  of  a requirement,  comparable  ( 

to  the  present  relationship  between  the 
Society  and  the  Providence  Medical  .( 

Association,  that  all  members  of  con-  | 
stituent  societies  belong  to  the  Rhode 
Island  Medical  Society. 

•I 

PATIENTS  COMPLAIN  REGARDING  ACCESS  TO 
MEDICAL  RECORDS 

•I 

The  Society  recently  has  received  a volume 
of  phone  calls  from  patients  who  are  try- 
ing to  locate  the  medical  records  of  physi- 
cians who  have  retired  or  moved-out-state. 
RIMS  members  who  anticipate  practice 
changes  within  the  near  future  should 
forward  information  concerning  the  loca- 
tion of  their  patient  records  to  the  Soci- 
ety's offices  at  106  Francis  Street, 
Providence  02903  (331-3207) . This  informa- 
tion will  be  appended  to  the  membership 
records  and  provided  to  former  patients 
who  call  the  offices. 

In  cases  where  no  information  is  available. 
RIMS  staff  asks  the  caller  to  forward  the 
request  in  writing.  It  is  sent  to  the 
last  known  address  of  the  member  for  actior 
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Dx:  recurrent  herpes  labialis 


vaui^H 

east  high  ' 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


“HERPECIN-L'^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 


“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRPecin- 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island  HERPECIN-L  is  available  at  all  Adams, 
CVS  Drug  Stores  and  other  select  pharmacies. 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORT’.... WHY  SHOULD  YOU? 


• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 
Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  AiC  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi.>  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  C'.RANSrON  STKHin,  CRANSTON,  RI  02920 

943-1211 


RI  TOLL  LULL  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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The  Capitol  Center  Project  is  taking  shape  literally  at  the  doorstep  of  the  Medical  Society  Building  on  Francis  Street  in  Providence. 
For  the  duration  of  the  project,  the  House  of  Delegates  has  met  elsewhere  because  of  the  difficulty  with  parking  and  access  to  the 
building.  By  the  time  of  the  September  House  meeting,  however,  the  street  should  be  paved,  the  sidewalk  installed,  and  the 
building  accessible  once  again. 

Photograph  by  Newell  E.  Warde 
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Ocean  State 
Master  Health 
Plan,  Inc. 


Join  the  Plan 
Your  Doctor  Joiner' 
Because  Nobody 
Treats  Your 
Health 
With 


IS  now 


Sv^ 

Much 

Care. 
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EDITORIAL 


From  Entrepreneur  to  Employee: 
The  Changing  Role  of  Physicians 


While  physicians  have  always  been  employed  by 
business,  industry,  and  government,  until  the  re- 
cent past  most  new  doctors  entering  practice 
planned  on  establishing  a solo  or  small  group 
fee-for-service  medical  practice  centered  in  their 
office.  When  an  estimated  20,000  residents  and 
fellows  complete  their  hospital  training  this  sum- 
mer, however,  many  of  them  will  abandon  the 
“traditional”  dream  and  instead  opt  for  the  com- 
parative security  of  a job.  The  collective  impact  of 
these  individual  decisions  will  have  repercussions 
for  the  physicians  themselves,  their  patients,  and 
their  professional  organizations. 

The  growing  number  of  full-time  salaried 
physicians  has  been  attributed  to  several  factors, 
of  which  money  is  the  first  and  most  obvious.  The 
economic  recession  of  1981-1982,  the  most  se- 
vere downturn  since  the  Depression,  left  a trail  of 
high  interest  rates  and  a fluctuating  pattern  of 
economic  recovery  in  its  wake.  This  has  been  a 
crucial  factor  for  young  physicians  attempting  to 
establish  private  practices  and  for  medical  stu- 
dents seeking  loans  to  finance  their  education. 
Many  newly-trained  physicians  leave  residency 
training  burdened  with  onerous  debts.  Excluding 
undergraduate  loans,  the  average  debt  load  of 
the  27  members  of  the  Brown  University  Pro- 
gram in  Medicine  (>lass  of  1984  who  received 
institutional  suj)j)ort  was  S4 1,239.  With  the 
annual  tuition  at  private  medical  schools  ex- 
pected to  reach  .830,000  by  the  end  of  the  decade, 
the  situation  can  only  become  worse. 

Moreover,  the  competition  for  patients  is 
reaching  an  intensity  that  would  have  been  un- 
heard of  ten  years  ago.  Late  last  year,  the  total 
number  of  active  j)hysicians  in  the  United  States 
crossed  the  half-million  mark  for  the  first  time.  In 
addition  to  facing  competition  from  each  other, 
they  must  deal  with  the  prolifei ation  of  health 
maintenance  organizations,  preferred  |)rovider 


organizations,  freestanding  diagnostic  and  treat- 
ment centers,  hospital  ambulatory  services,  and 
other  alternative  forms  of  delivery.  As  if  this  were 
not  bad  enough,  allied  health  providers  are  mak- 
ing incursions  into  areas  once  dominated  by 
physicians,  and  third-party  payers  are  diversify- 
ing their  corporate  interests  by  becoming  direct 
service  providers.  As  one  example  of  a national 
trend,  plans  are  under  way  at  Blue  Cross  Sc  Blue 
Shield  of  Rhode  Island  for  an  open-panel  health 
maintenance  organization  to  be  established  by 
the  plan  and  to  be  fully  operational  by  the  first  of 
the  year. 

Finally,  a salaried  position  may  offer  the  only 
opportunity  for  many  new  physicians  to  obtain 
hospital  privileges  and  access  to  advanced  tech- 
nological equipment  and  services.  The  manage- 
rial control  of  hospitals  is  shifting  from  organized 
medical  staffs  to  professional  managers  as  more 
institutions  reorganize  and  adopt  corporate 
structures  and  strategies,  including  a growing 
emphasis  on  seeking  profitable  “product  mixes,” 
a term  that  many  regard  as  anathema.  Among 
other  consequences,  this  means  that  the  granting 
of  clinical  privileges  has  become  increasinglv  re- 
strictive, especially  in  departments  which  are  “un- 
profitable” for  the  institution.  If  invasive  cardiac 
procedures  generate  income  for  the  hospital 
while  uncomplicated  vaginal  deliveries  are  seen 
as  loss  leaders,  it  is  likely  that  cardiologists  will 
have  an  easier  time  obtaining  clinical  privileges 
than  will  obstetricians. 

4he  movement  toward  salaried  physicians  is 
taking  jjlace  in  several  arenas.  First,  the  rela- 
tionship between  physicians  and  hospitals  is 
changing  radically.  Where  once  physicians  in  solo 
practice  or  small  groujjs  performed  most  of  their 
work  in  the  office,  many  of  them  have  entered 
into  some  form  of  financial  arrangement  with 
their  hosjiitals.  According  to  the  AM.\,  approx- 
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imately  one-fourih  of  all  uonfederal  patient  care 
physicians,  excluding  residents,  have  some  form 
of  financial  arrangement  with  their  hospital.  Of 
this  group,  60  per  cent  receive  a salary.  While 
snch  specialists  as  anesthesiologists,  pathologists, 
and  radiologists  account  for  many  of  the  salaried 
positions,  other  new  financial  arrangements  have 
emerged.  Among  these  are  emergency  medicine 
physicians  who  are  contracting,  either  indepen- 
dently or  through  management  firms,  to  work  in 
hospital  emergency  departments;  physicians 
working  under  contract  in  burn  units;  and  phvsi- 
cians  working  for  organizations  which  provide 
house  staff  for  many  smaller,  suburban  hospitals 
with  no  residencv  trainintj  programs. 

Large  group  practices  are  the  second  major 
employer.  Although  many  physicians  regard 
group  practices  as  a more  attractive  financial 
alternative  to  solo  practice,  there  are  other  factors 
responsible  for  their  tremendous  growth.  Ad- 
vances in  medical  technology  may  require  the 
kind  of  capital  that  only  large  groups  can  afford. 
Group  practices  may  offer  the  only  means  of 
acquiring  clinical  privileges,  especially  in  those 
hospitals  which  have  contracted  for  the  provision 
of  anesthesia,  radiology,  or  emergency  services. 
More  and  more  of  these  physicians  are  being  paid 
by  salary.  Lhe  AMA  reports  that  the  most  com- 
mon form  of  compensation  for  the  non-solo 
physician  during  1983  was  a practice  salary  (52 
per  cent)  followed  by  a fee-for-service  arrange- 
ment (43  per  cent).  It  was  found  in  the  same  AMA 
survey  that  younger  physicians  are  more  apt  to  be 
compensated  on  a salary  basis  than  are  their  older 
colleagues. 

A third  category  of  salaried  physicians  has  be- 
come common  during  the  past  five  years.  This 
includes  HMOs,  freestanding  primary  care  cen- 
ters, urgent  care  centers,  ambulatory  surgery 
centers,  and  other  delivery  organizations  oper- 
ated by  non-profit  hosjjitals,  proprietary  institu- 
tions and  chains,  and  physician-owned  organiza- 
tions. As  these  new  entities  become  more  fully- 
integrated  into  the  delivery  system,  more  physi- 
cians will  be  attracted  to  full-time  salaried  posi- 
tions. Their  growth  rate  has  been  phenomenal. 
According  to  the  National  Association  of  Free- 
standing Emergency  Centers,  there  were  only 
600  freestanding  centers  in  operation  in  1982 
compared  to  an  estimated  2,500  expected  this 
year.  By  the  end  of  the  decade,  the  Association 
forecasts,  there  will  be  4,500  centers,  many  of 
which  will  hire  physicians  either  as  full  or  part- 
time  employees. 

The  move  toward  salaried  positions  foresha- 


dows sweeping  changes  in  the  delivery  system 
which  many  will  find  threatening.  First,  there  is 
the  deep-seated  fear  that  the  traditional  auton- 
omy of  American  medicine  and  the  excellence  of 
patient  care  will  be  sacrificed  at  the  altar  of  corpo- 
rate medical  practice.  As  early  as  1980,  Doctor 
Arnold  S.  Reiman,  Editor  of  the  Xew  England 
Journal  of  Medicine  and  the  1985  Charles  V.  Cha- 
pin Orator  of  the  Rhode  Island  Medical  Society, 
expressed  concern  that,  while  patient  needs  once 
dominated  the  clinical  decision-making  process, 
fmancial  considerations  now  play  an  equally  sig- 
nificant role.  Reiman  and  others  also  have  pre- 
dicted that  medical  ethics  may  well  be  compro- 
mised if  physicians  must  meet  corporate  business 
objectives  instead  of  the  needs  of  their  patients. 

In  his  1983  Shattuck  Lecture  to  the  Mas- 
sachusetts Medical  Society,  Doctor  Alvin  R.  Tar- 
lov  predicted  that  the  current  cost  containment 
efforts  and  the  move  toward  medicine  by  contract 
will  result  in  an  “employee  mentality”  as  manage- 
ment rules  and  formulas  begin  to  shape  physician 
practice  habits.  Where  physicians  and  patients 
currently  enjoy  a “covenantal  relationship,”  the 
move  toward  the  corporate  practice  of  medicine 
and  the  accountability  of  physicians  to  health  in- 
surance plans  and  health  services  organizations 
may  well  result  in  a new  role  for  patients  as 
“clients  of  the  corporation.”  As  one  sign  of  an 
eventual  trend.  Doctor  Tarlov  cited  the  move 
toward  the  40-hour  work  week  for  doctors  as  an 
erosion  of  the  traditional  sense  of  personal  re- 
sponsibility for  patients. 

Finally,  medical  societies  and  other  profession- 
al organizations  representing  physician  interests 
will  find  their  functions  and  roles  changing  as 
more  members  move  from  private  practice  to 
salaried  positions.  In  many  ways,  the  needs  of 
physician  employees  are  vastly  different  from 
those  of  private  physicians  who  in  effect  operate 
small  businesses.  While  the  employees  may  re- 
quire help  in  dealing  with  their  employers  on 
such  issues  as  salary  and  fringe  benefit  negotia- 
tions, the  entrepreneurs  will  continue  to  seek  the 
more  traditional  services  provided  by  their  pro- 
fessional organizations.  Regardless  of  this  poten- 
tial conflict  of  interest,  medical  societies  no  doubt 
will  continue  striving  to  provide  education  for 
their  members.  Within  the  next  five  years, 
however,  we  may  well  see  more  medical  societies 
follow  the  lead  of  the  California  Medical  Associa- 
tion which  provides  direct  assistance  to  its  mem- 
bers in  negotiating  employment  contracts. 

Wendy  J.  Smith  ■ 
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The  Function  of  the  Medical  Society 


A person  in  pain  (aka  “patient”)  approaches 
another  person  (aka  “doctor”)  asking  for  help. 
The  pain  may  be  physical  or  emotional,  acute  or 
chronic,  dull  or  sharp,  intermittent  or  constant 
and  likely  a combination  of  some  or  all  of  these. 
The  doctor  then  attempts  to  relieve  the  pain.  He 
or  she  devotes  utmost  attention  and  energy  to  this 
task  and  considers  only  the  welfare  of  patients 
and  their  recovery  when  making  diagnostic  or 
therapeutic  choices.  To  utilize  other  criteria 
would  be  in  opposition  to  the  ethics  and  traditions 
of  western  medicine  as  we  know  it.  I believe  that 
the  vast  majority  of  doctors  do  indeed  adhere  to 
this  high  ideal. 

Unfortunately,  society  and,  on  occasion,  hu- 
man nature,  may  thwart  this  endeavor.  The  doc- 
tor is  influenced  by  cost  containment  measures 
imposed  by  economists  and  health  planners  who 
have  never  sat  in  the  doctor’s  chair  and  been 
asked  to  alleviate  unrelievable  pain  and  sorrow. 
The  public  has  been  led  to  believe  that  there  is  a 
standard  of  care  and  technology  which  insures 
universal  cure,  if  not  eternal  life.  The  law  sup- 
ports this  unattainable  goal  and  demands  perfec- 
tion from  an  imperfect  system.  A very  small 
minority  of  doctors  by  reason  of  illness,  avarice, 
laziness,  or  outright  criminality  may  subvert  the 
system. 

I believe  the  function  of  the  Rhode  Island 
Medical  Society  is  to  assist  honest  and  ethical 
physicians  in  their  jjursuit  of  the  relief  of  })ain 
and  suffering.  For  most  of  the  life  of  the  Society 
this  objective  has  been  fulfilled  bv  assisting  in  the 
dissemination  of  scientific  knowledge.  In  recent 
years  the  advent  of  a wide  variety  of  continuing 
education  oj)jjortunities  offered  through  hosjii- 
tals  and  sj)ecialty  and  other  societies  has  changed 
the  role  of  the  medical  society.  The  conscientious, 
up-to-date  and  caring  physician  now  needs  sup- 
port in  othcM  realms. 

One  role  which  has  not  changed  over  the  years. 


Herbert  Rakatansky,  MD 


however,  and  which  mav  be  even  more  important 
during  our  era  of  specialization  and  subspe- 
cialization is  the  provision  of  opportunities  for 
social  gatherings  in  a collegial  atmosphere.  These 
events  are  not  to  be  taken  lightly  as  they  play  an 
essential  role  in  preserving  the  unitv  and  tradi- 
tion of  our  profession. 

As  the  only  organization  representing  all  of  the 
doctors  in  the  state,  the  Rhode  Island  Medical 
Society  should  fight  regulations  established  bv 
government  and  other  third  party  payers  when 
they  intrude  into  the  relationshij)  between  the 
j)atient  and  his  or  her  doctor.  Tf  ficiency  and  cost 
containment  may  be  explored  jointly  by  payers 
and  the  medical  profession.  Savings  mav  be 
effected  but  never  with  the  result  that  the  doctor 
must  compromise  his  or  her  judgment.  \’aria- 
tions  in  medical  care  do  exist,  howe\er,  and  must 
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be  studied  as  there  is  often  little  correlation  be- 
tween outcome  and  the  variety  of  care  offered.  It 
is  proper  for  the  medical  society  to  cooperate  in 
studies  of  these  variations  and  to  endorse  and 
help  disseminate  appropriate  suggestions  which 
lead  to  quality  care  at  a lower  cost. 

The  Rhode  Island  Medical  Society  must  lead 
the  way  to  a more  sensible  method  of  coping  with 
the  unreasonable  demands  of  the  legal  system 
while  preserving  the  right  of  the  patient  to  be 
compensated  fairly  for  unavoidable  injury.  \'ar- 
ious  approaches,  including  the  use  of  risk  man- 
agement as  an  educational  tool,  risk  rating  in 
determining  insurability  and  rate  setting,  legisla- 
tive reform  and  alternative  systems  such  as  bind- 
ing arbitration  or  a “no-fault”  system  are  all 
under  active  consideration  by  the  medical  society. 
Finally,  the  Rhode  Island  Medical  Society  must 
find  those  doctors  who  abuse  the  system  — if  ill, 
assist  them  to  recovery  and,  if  acting  in  a criminal 
or  incompetent  manner,  insure  that  they  do  not 
continue  in  practice. 

The  Rhode  Island  Medical  Society  thus  should 
function  to  assure  that  the  doctor  will  be  in  a 
position  to  offer  the  best  relief  possible  to  those  in 
pain. 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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Proliferation  of  Myometrial  Nerves 
in  a Patient  with  Severe  Dysmenorrhea 


Histopathological  Examination  Revealed  Proliferation  of  Hypertrophic 
Myometrial  Nerves 


Elliot  J.  Lerner,  MD 

Marc  Jaffe,  MD 

H.  J.  Ree,  MD 

Henry  C.  McDuff,  Jr.,  MD 


Chronic  dysmenorrhea  is  a primary  or  secondary 
symptom  complex.  Secondary  dysmenorrhea 
may  be  associated  with  endometriosis,  uterine 
fibroids,  adenomyosis,  endometrial  polyps, 
chronic  adherent  pelvic  inflammatory  disease,  or 
cervical  stenosis.^  ' While  patients  with  these 
causative  entities  will  usually  respond  to 
appropriate  specific  therapy,  those  with  primary 
dysmenorrhea  test  the  limits  of  clinical  and  di- 
agnostic evaluation.  The  proximate  cause  is 
thought  to  be  excessive  endometrial  prostaglan- 
din production  leading  to  increased  myometrial 
tone,  spasm,  and  ischemia.^'  Primary  patients, 
as  opposed  to  those  with  demonstrable  patholo- 
gy, usually  respond  to  oral  contraceptives,  anti- 
prostaglandins, or  both.^  *’  Their  symptoms 


From  the  Departments  of  Obstetrics/G\  necologv  and  Pathology, 
Rhode  Island  Hospital  and  Brown  University  Program  in  Medicine. 


Elliot  J.  Lerner,  MD,  received  his  medical  degree  last 
month  from  the  Brown  University  Program  in  Medi- 
cine. After  completing  his  internship  at  Slercy  Hospital, 
San  Diego,  he  will  start  residency  training  in  diagnostic 
radiology  at  the  University  of  Pennsylvania  Hospital. 

Marc  Jaffe,  MD,  is  senior  resident  in  obstetrics  and 
gynecology.  Women  ZS  Infants’  Hospital,  Providence, 
Rhode  Island. 

H.J.  Ree,  MD,  is  Associate  Professor  of  Pathology, 
Brown  University  Program  in  Medicine. 

Henry  C.  McDuff,  Jr.,  MD,  is  Clinical  Professor  of 
Obstetrics  and  Gynecology,  Brown  University  Program 
in  Medicine. 


usually  begin  at  the  menarche  or  shortly  thereaf- 
ter. Patients  with  secondary  dysmenorrhea  pre- 
sent with  symptoms  generally  following  a se- 
quence of  fairly  normal  menstrual  cycles.  The 
patient  presented  here  had  severe  dysmenor- 
rhea, unresponsive  to  oral  contraceptives  and 
antiprostaglandins,  and  with  all  suspected  patho- 
logical causes  ruled  out.  At  surgery  she  was  found 
to  have  an  intriguing  pathological  condition  nev- 
er previously  reported. 

Case  Presentation 

The  patient  was  a 34-year-old  black  female,  un- 
married, gravida  0,  para  0.  She  was  admitted  to 
the  hospital  with  a chief  complaint  of  severe  unre- 
lenting dysmenorrhea,  present  since  her  menar- 
che at  the  age  of  16  years.  The  pain  began  five  to 
ten  days  prior  to  menses  and  disappeared  with 
the  cessation  of  bleeding.  Associated  with  nausea, 
vomiting,  irritability,  insomnia,  and  depression, 
the  pain  resulted  in  her  missing  five  to  nine  days 
of  work  each  month.  Only  minimal  relief  was 
noted  from  aspirin,  other  anti-prostaglandins, 
and  oral  contraceptives.  The  menstrual  cycles 
were  fairly  regular,  every  24-30  days  with  a mod- 
erate flow  lasting  four  to  five  days. There  was  no 
history  of  dyspareunia,  pelvic  inflammatory  dis- 
ease, or  prior  surgery. 

The  physical  examination  revealed  a uterus 
that  was  small,  anteverted,  freely  mobile,  and 
nontender,  .\dnexae  and  uterosacral  ligaments 
were  also  unremarkable.  .A.  diagnostic  laparos- 
co})y  had  been  performed  at  age  23  with  no 
abnormal  findings.  Another  laparoscopv  was 
perlormed  six  weeks  prior  to  admission,  and  a 
“j)owder-burn”  lesion  suggestive  of  endome- 
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triosis  was  noted  on  the  posterior  aspect  of  the  left 
broad  ligament.  Since  efforts  to  control  the  dys- 
menorrhea through  more  conservative  measures 
had  not  alleviated  her  symptoms,  the  patient  was 
admitted  to  the  hospital  for  exploratory  surgery 
with  possible  hysterectomy  and  bilateral  salpin- 
go-oophrectomy.  She  expressed  no  interest  in 
pregnancy. 

At  the  time  of  surgery  the  uterus  and  adnexae 
were  grosslv  normal,  and  the  laparoscopic  sug- 
gestion of  endometriosis  was  not  confirmed.  An 
abdominal  hysterectomy  and  left  salpingo- 
oophorectomy  were  performed  with  no  com- 
plications. Her  postoperative  course  was  normal, 
and  she  was  discharged  on  her  fifth  postoperative 
day,  remaining  essentially  pain  free  since  then. 

The  uterus  weighed  47  grams,  and  the  serosal 
surface  was  smooth  and  glistening.  The  myome- 
trium measured  2.0  cm  at  its  greatest  thickness, 
and  on  sectioning  a few  pinpoint-sized,  cyst-like 
structures  were  evident  in  the  inner  portion.  4 he 
left  ovary  and  fallopian  tube  were  unremarkable. 
Upon  microscopic  examination,  scattered  nerve 
bundles  were  observed  in  the  mvometrium.  Most 
of  these  nerves  were  present  in  the  inner  one- 
third  of  the  mvometrium,  although  an  occasional 
bundle  was  seen  in  the  outer  muscular  wall.  The 
nerve  bundles,  consisting  of  unmyelinated  fibers, 
were  hypertrophic,  measuring  from  200  to  600 
ixin  in  diameter.  Evidence  of  mvxomatous  degen- 
eration was  seen  in  some  of  the  larger  bundles. 
The  uterus,  ovarv,  and  tube  were  otherwise  unre- 
markable. 

Discussion 

Prior  to  surgery  the  patient  was  considered  to 
have  endometriosis  because  of  the  “powder- 
burn"  lesion  noted  at  laparoscojiy.  The  lesion, 
however,  was  not  confirmed  at  laparotomy.  The 
uterus  and  adnexae  were  freely  mobile  and  gross- 
lv normal  except  for  moderate  uterine  hypopla- 
sia. I'he  patient  made  no  complaints  of  dys- 
pareunia,  and  the  utero-sacral  ligaments  dis- 
played no  evidence  of  tenderness  or  induration. 
1 here  were  no  signs  of  broad  ligament  varicosi- 
ties, adhesions,  or  serosal  tears.  Although  the 
syni})toms  began  with  menarche,  the  clinical  pat- 
tern of  her  pain  was  otherwise  atypical  of  primary 
dysmenorrhea.  The  jjain  was  only  minimally  re- 
lieved by  oral  contraceptives  and  antiprostaglan- 
dins, and  was  much  more  severe  and  debilitating 
than  that  normally  associated  with  primary  dys- 
menorrhea. 

fo  our  knowledge,  the  pathological  findings  at 
hysterectomy  of  proliferation  and  hyjjertrophy 


Fig  1 : Scattered  nerve  bundles  (arrows)  in  myometrium 
(magnification  x 40) 


Fig  2:  Displacement  of  blood  vessel  (arrow)  by  hyper- 
trophic nerve  bundle;  another  small  bundle  also  present 
(arrowhead) 

of  nerve  bundles  in  the  mvometrium  have  never 
been  reported  previously.  As  the  patient  had  no 
history  of  prior  pelvic  surgerv  such  as  dilatation 
and  curettage  or  cesarean  section,  it  is  unlikely 
that  the  proliferation  of  nerve  bundles  was  re- 
lated to  surgical  trauma,  a common  cause  of  neu- 
ral proliferation.  It  would  be  interesting  to  pos- 
tulate an  association  between  the  symptoms  and 
pathological  findings.  One  possible  mechanism 
may  be  that  these  nerve  bundles  were  sensory, 
causing  an  exaggerated  pain  sensitivity  beyond 
that  seen  normally  in  primary  dysmenorrhea 
from  uterine  hypertonicity  and  ischemia.  A 
second  possible  mechanism  could  be  that  the 
nerve  bundles  were  autonomic  and  in  themselves 
caused  arteriolar  constriction  and  increased 
myometrial  tone  with  resulting  ischemia  and 
pain. 

Unfortunately,  in  this  case  we  cannot  prove  an 
association  between  this  previously  undescribed 
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pathologic  finding  and  the  severe  dysmenorrhea. 
In  the  absence  of  any  other  obvious  source  for 
her  pain,  however,  it  certainly  leads  to  interesting 
speculation. 

Summary 

Chronic  dysmenorrhea  is  a symptom  complex 
which  may  be  either  primary  or  secondary  to 
pathological  conditions  of  the  pelvis.  Hys- 
terectomy in  a patient  with  severe  dysmenorrhea 
showed  a marked  proliferation  of  unmyelinated 
nerve  bundles  in  the  myometrium,  a finding  not 
reported  previously. 
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Current  Concepts  in  Premenstrual  Syndrome 


Neuroendocrine  System  Emerges  as  a Factor  in  the  Etioiogy  of  PMS 


Lori  E.  Ullman,  MD 


It  has  been  long  recognized  that  between  70  and 
90  per  cent  of  women  experience  a variety  of 
somatic,  mood,  and  behavioral  changes  prior  to 
the  onset  of  the  menses.  The  first  mention  of  this 
phenomenon  appeared  in  a 1931  paper,  “The 
Hormonal  Causes  of  Premenstrual  Tension,”  in 
which  Frank,  based  on  extensive  studies  of 
laboratory  rats,  postulated  that  premenstrual 
syndrome  (PMS)  was  caused  by  excessive  levels  of 
female  sex  hormones  in  the  blood.*  Although 
more  than  fifty  years  have  elapsed  since  the  pub- 
lication of  these  findings,  it  is  only  within  the  past 
five  years  that  systematic  research  has  been 
undertaken  to  obtain  an  improved  understand- 
ing of  the  complex  array  of  the  psychological, 
neurological,  and  endocrinological  manifesta- 
tions involved. 

Due  to  the  lack  of  a precise  definition,  until 
fairly  recently  the  literature  on  premenstrual  dis- 
orders has  been  vague  and  conceptually  confus- 
ing, thus  making  comparisons  of  published  re- 
ports difficult.  Several  investigators,  however,  re- 
cently have  collaborated  to  devise  a useful  model 
based  on  the  hypothesis  that,  although  premen- 
strual dysphonic  changes  are  not  typical  of  classic 
endogenous  depression,  they  may  represent  a 
form  of  depression  more  typical  of  a nonen- 
dogenous  origin.  Premenstrual  symptoms  have 
been  divided  into  six  subtypes  of  “premenstrual 
depressive  syndrome.”  Two  questionnaires,  a ret- 
rospective premenstrual  assessment  form  and  a 
daily  ratings  form,  have  been  developed  to  assess 
the  accuracy  of  this  model.  Statistical  analysis  of 
the  survey  results  reveals  the  subtvpes  to  be 
associated  with  specific  physical  symptoms,  such 


Lon  E.  Ullman,  Ml),  received  her  medical  degree  last 
month  from  the  Brown  University  Program  in  Medi- 
cine. She  will  undergo  residency  training  in  internal 
medicine  at  St.  Elizabeth's  Hospital,  Boston. 


organic  mental  changes  as  increased  irritability 
and  decreased  coordination,  and  negative  idea- 
tion and  behavior  patterns.  Moreover,  the  au- 
thors suggest  that  this  methodological  approach 
reduces  the  problem  of  analyzing  contradictory 
responses,  such  as  overeating  and  loss  of  appetite. 
The  model  is  under  further  study  to  test  its  appli- 
cability to  PMS  treatment  and  to  establish  correla- 
tions with  other  affective  disorders.^ 

National  Institute  of  Mental  Health 

At  a 1983  workshop  sponsored  by  the  National 
Institute  of  Mental  Health  (NIMH),  participants 
agreed  that  it  is  unlikely  that  PMS  symptomatolo- 
gy stems  from  a single  cause  or  is  responsive  to  a 
single  therapy.  In  a study  by  Judith  Abplanalp, 
no  correlation  was  found  between  the  intensity  of 
physical  symptoms  and  emotional  complaints, 
suggesting  the  presence  of  more  than  one  factor 
in  the  etiology  of  this  syndrome.  Since  no  single 
pattern  of  PMS  has  been  clearly  identified,  the 
NIMH  participants  also  recommended  adopting 
the  plural  form  “premenstrual  syndromes,”  de- 
fining the  term  as  “a  marked  change  in  intensity 
of  symptoms  measured  (daily)  from  cycle  days 
five  to  ten,  compared  to  the  intensity  within  the 
six-day  interval  prior  to  menses,  for  at  least  two 
consecutive  cycles.”  Future  PMS  research, 
according  to  the  NIMH  panel,  must  satisfy  the 
criteria  for  controlled,  double-blind  studies  in- 
volving large  numbers  of  patients,  exclusive  of 
placebo  responders.  It  also  must  include  stand- 
ardized medication  dosages  found  to  be  adequate 
for  symptom  relief  and  must  encompass  longer 
periods  of  observation,  ie,  at  least  three  cycles. 

Other  Hypotheses 

Fhere  remain  several  hypotheses  concerning  the 
pathophysiology  of  PMS  that  have  yet  to  lx*  dis- 
proved, including  psychosomatic  dysfunction, 
endogenous  hormone  allergv,  fluid  retention. 
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hyperprolactinemia,  excess  estrogen,  progester- 
one deficiency  or  withdrawal,  vitamin  deficiency, 
hyperglycemia,  and,  most  recently,  neuropeptide 
imbalance.  None  of  these  etiological  hypotheses 
is  totally  exclusive. 

A theory  still  attracting  many  proponents  is 
that  of  vitamin  Bg  deficiency.  It  was  first  espoused 
by  Biskind  in  1942  who  suggested  that  pyridox- 
ine  (vitamin  Bg)  deficiency  might  lead  to  the 
estrogen  excess  seen  in  PMS.^  More  recently  a 
marked  disturbance  in  the  tryptophan  metabol- 
ism has  been  demonstrated  in  patients  who  also 
are  taking  oral  contraceptives  which  have  been 
shown  to  be  secondary  to  an  estrogen  effect. As 
estrogen,  but  not  progesterone  alone,  can  cause 
this  altered  metabolic  state,  a placebo-controlled, 
double-blind  study  of  women  with  PMS  on  oral 
contraceptives  was  conducted.  The  subjects  were 
given  up  to  25  times  the  normal  daily  dose  of 
pyridoxine,  resulting  in  the  complete  correction 
of  their  metabolic  disturbance.  Connicting  re- 
sults, however,  were  found  in  those  women  with 
depressive  symptoms  but  not  taking  oral  con- 
traceptives when  treated  with  similar  doses  of 
pyridoxine. 

fhe  inconsistency  of  these  findings  leaves  in 
question  the  superiority  of  Bg  over  placebo.  It  is 
speculative  whether  a relative  deficiency  of  vita- 
min Bg  actually  exists  secondarily  to  the  alteration 
by  estrogen  of  hepatic  enzymes  competing  for 
available  pyridoxine.  Estrogen-induced  deficien- 
cy of  pyridoxal  phosphate  leading  to  a dimin- 
ished biosynthesis  of  serotonin  from  tryptophan 
may  be  a factor  in  the  depression.  Proof  of  the 
efficacy  of  vitamin  Bg  therapy  in  non-users  of 
contraceptives  suffering  from  premenstrual  de- 
pression will  require  a controlled  double-blind 
study. 

A second  hypothesis,  that  of  unopposed 
estrogen  secondary  to  a progesterone  deficiency, 
was  first  proposed  by  Frank  in  1 93 1 to  explain  the 
fluid  retention,  mastodynia,  and  abnormal  car- 
bohydrate metabolism  experienced  by  many 
women  immediately  before  onset  of  the  menses.’ 
It  has  been  found  that  the  symptoms  appear  to 
intensify  as  progesterone  levels  decline  during 
the  late  luteal  phase  in  many  patients  with  ade- 
quate corpus  luteal  function,  thus  leading  to  spec- 
ulation that  progesterone  withdrawal,  rather 
than  deficiency,  may  induce  PMS.  The  central 
nervous  system  manifestations  of  the  syndrome 
were  attributed  to  the  accumulation  of  estrogen 
within  the  limbic  system. 

In  a recent  controlled  study,  Backstrom  found 
that  cyclic  negative  mood  changes  in  women  with 


PMS  are  temporally  linked  to  the  luteal  phase  of 
the  menstrual  cycle.  The  depression  and  irritabil- 
ity associated  with  body  swelling  and  breast 
tenderness  appear  to  start  almost  immediately 
after  ovulation.  Their  gradual  increase  initially 
parallels  the  development  of  the  corpus  luteum 
with  its  concomitant  rise  in  progesterone  and 
estradiol,  reaching  a maximum  level  during  the 
last  five  days  of  the  luteal  phase,  two  to  four  days 
after  the  initial  decrease  in  ovarian  steroids. 
Moreover,  these  negative  mood  changes  decline 
rapidly  with  the  onset  of  the  menses  and  dis- 
appear within  two  to  three  days  after  estradiol 
and  progesterone  reach  their  early  follicular 
baseline  levels.  Using  the  estradiol  and  progester- 
one baseline  as  the  central  point,  it  was  found  that 
negative  mood  scores  are  highest  two  to  three 
days  preceding  and  lowest  two  to  three  days  fol- 
lowing this  hormonal  marker. 

Positive  mood  changes  followed  the  opposite 
pattern  reaching  a maximum  at  the  preovulatory 
estradiol  peak.  The  mean  concentrations  of  estra- 
diol, progesterone,  testosterone,  and  androstene- 
dione  were  compared  for  each  of  six  cycle  phases 
among  clinic  and  private  patients  with  PMS  and 
women  not  manifesting  the  syndrome.  The  sub- 
jects were  further  subdivided  according  to  high, 
medium,  or  low  mood  changes.  No  significant 
differences  could  be  detected.  Thus,  a premen- 
strual fall  in  plasma  hormone  concentrations  can- 
not solely  account  for  the  syndrome  as  the  nega- 
tive manifestations  are  evident  prior  to  the  onset 
of  the  hormonal  decline.  This  also  suggests  the 
possible  involvement  of  the  central  nervous  sys- 
tem. 

Replacement  therapy  with  ovulatory  steroids, 
especially  progesterone,  still  has  proponents  de- 
spite the  fact  that  in  most  cases  steroids  have  not 
been  shown  to  be  superior  to  placebo.  Controlled 
trials  with  high  dose  ovulatory  steroids  and 
placebo,  however,  have  not  yet  been  undertaken. 
It  is  still  possible  that  higher  levels  of  progester- 
one may  trigger  other  changes  in  the  neuroen- 
docrine axis  that  can  explain  the  amelioration  of 
PMS  symptoms  demonstrated  in  some  patients. 

Role  of  the  Neuroendocrine  System 

The  various  hypotheses  concerning  the  path- 
ophysiology of  PMS  are  undergoing  reappraisal 
in  view  of  recent  discoveries  about  the  role  of  the 
neuroendocrine  system  in  regulating  the  men- 
strual cycle.  A new  hypothesis,  consistent  with 
Backstrom’s  data  and  which  accounts  for  many  of 
the  possible  causes  of  PMS  not  fully  explained  by 
already  established  theories,  involves  the  produc- 
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tion  of  endogenous  opiate  peptides.  The  aber- 
rant release  of  or  increased  sensitivity  to  the 
neurointermediate  lobe  peptides  melanocyte- 
stimulating  hormone  and  ^-endorphin  during 
the  luteal  phase  and  their  subsequent  abrupt 
withdrawal  may  be  the  essential  event  in  the  path- 
way that  triggers  a sequence  of  neuroendocrino- 
logical reactions  ultimately  leading  to  PMS  man- 
ifestations. Their  location  within  the  adenohy- 
pophysis and  neurohypophysis  and  the  anterior 
and  intermediate  lobes  of  the  pituitary  gland  sug- 
gest that  they  may  modulate  humoral,  mood,  and 
behavioral  responses  within  the  cortical-pituitary 
complex. 

The  possibility  that  cyclic  fluctuations  in  en- 
dogenous opiate  activity  under  the  influence  of 
gonodal  steroids  may  occur  during  the  menstrual 
cycle  was  first  suggested  by  Reid  in  1981.®  It  was 
found  that  intravenous  infusion  of  the  opiate  re- 
ceptor antagonist  naloxone  in  women  with  PMS 
elicited  small  increases  in  circulating  levels  of 
luteinizing  hormone  during  the  late  estrogenic 
(follicular)  and  progestational  (luteal)  phases,  but 
not  during  the  early  follicular  or  low  estrogen 
phase  of  the  cycle.  This  suggests  estrogen  and 
progesterone,  acting  either  alone  or  in  combina- 
tion, may  increase  the  activity  of  two  endogenous 
opiates,  melanocyte-stimulating  hormone  (MSH) 
and  3-endorphin,  and  modify  the  release  of 
vasopressin  and  prolactin.  Wehrenberg  et  al  also 
reported  in  1981  that  concentrations  of  3- 
endorphin  peak  in  the  blood  of  the  portal 
hypophysis  of  the  rhesus  monkey  during  the 
progestational  phase  and  decline  to  undetectable 
levels  at  the  onset  of  the  menses.^ 

The  endorphin-induced  inhibition  of  central 
biogenic  amine  pathways  at  the  time  of  maximal 
exposure  to  opiates  in  the  luteal  phase  may  pro- 
duce mood  changes  and  increases  in  appetite  and 
thirst.  Endorphin  stimulation  of  the  systems  lead- 
ing to  production  of  prolactin-releasing  hor- 
mones and  vasoactive  intestinal  peptides,  the  in- 
hibitory effect  of  endorphins  on  prostaglandin 
stimulation  of  fluid  into  the  bowel,  and  the  direct 
inhibition  of  muscular  propulsive  activity  may 
lead  in  certain  cases  to  breast  hyperplasia,  fluid 
retention,  abdominal  bloating,  and  constipation. 
The  higher  levels  of  endogenous  opiates  and 
their  ef  fects  on  the  pancreas  may  also  account  f or 
the  decrease  in  oral  glucose  tolerance  that  is  fre- 
quently observed  during  the  menstrual  phase  of 
the  cycle. 

fhe  gradual  withdrawal  from  these  endoge- 
nous opiates  leading  to  slow  tempered  increases 
in  the  activity  of  the  biogenic  amine  jjathways 


may  result  in  rapid  improvement  of  mood  and 
relief  from  mastodynia,  abdominal  bloating,  and 
edema.  On  the  other  hand,  the  acute  withdrawal 
of  opiate-induced  inhibition  of  these  neural  path- 
ways prior  to  the  onset  of  menstruation  may  pro- 
duce rebound  hyperactivity  leading  to  irritability, 
aggression,  anxiety,  and  tension.  Release  from 
opiate  inhibition  of  prostaglandin  activity  may 
explain  the  headaches  and  diarrhea  that  fre- 
quently accompany  the  onset  of  the  menses. 
These  behavioral  changes  have  been  induced  in 
normal  subjects  by  the  administration  of  high 
doses  of  the  opiate  receptor  antagonist  nal- 
oxone.*^ 

While  some  of  the  factors  determining  the  de- 
gree, duration  of  exposure,  and  rate  of  withdraw- 
al of  the  endogenous  opiates  remain  to  be  ex- 
plained, it  is  almost  certain  that  gonadal  steroids 
are  involved.  The  wide  variability  in  these  steroid 
levels  from  person  to  person  and  monthly  differ- 
ences within  the  same  individual  may  account  for 
the  heterogeneous  and  changeable  clinical  man- 
ifestations seen  in  this  disorder. 

Cultural  Attitudes 

The  influence  of  cultural  attitudes  on  the  man- 
ifestations of  PMS  cannot  be  disregarded.  Several 
investigators,  including  Paulson  and  more  re- 
cently Abplanalp  have  found  that  the  attitudes  of 
women  toward  menstruation  are  significantly  re- 
lated to  the  degree  of  PMS  symptoms  report- 
ed.®’ **  Cultural  transmission  of  attitudes  may 
also  play  a significant  role.  The  proportion  of 
women  with  moderate  to  severe  premenstrual 
mood  changes  who  reported  menstrual  difficul- 
ties in  their  mothers  was  more  than  double  that  of 
women  who  reported  few  or  no  problems.  While 
the  genetic  predisposition  of  those  suffering 
from  PMS  probably  plays  a major  role  in  deter- 
mining the  type  and  severity  of  symptoms  experi- 
enced, the  importance  of  traditional  attitudes  to- 
ward the  menses  and  cultural  conflicts  concern- 
ing psychosexual  roles  cannot  be  understated. 
The  nature  and  extent  of  the  psychosocial  con- 
tribution to  the  premenstrual  syndrome  as  yet 
remains  unclear  and  will  require  further  con- 
trolled studies. 

Summary 

fhe  premenstrual  syndromes  are  a comjjlex 
array  of  physical,  emotional,  and  behavioral 
changes  that  af  flict  a major  portion  of  the  female 
pojnilation  and  result  in  temporary  disruption  of 
interpersonal  relationshijjs  and  decreased  jol) 
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ef  fectiveness.  While  a variety  of  hypotheses  con- 
cerning the  pathophysiology  of  PMS  have  been 
developed  over  the  years,  only  recently  has  the 
formulation  of  a working  definition  and  the  in- 
itiation of  controlled  double-hlind  studies  per- 
mitted the  careful  investigation  of  the  syndrome. 
It  appears  that  the  development  of  premenstrual 
symptoms  is  related  to  the  neuroendocrine  axis. 
Research  with  narcotic  antagonists  and  the 
adrenergic  agonist  clonidine  is  currently  in  {prog- 
ress. The  goal  of  these  studies  is  to  (letermine 
whether  prevention  of  the  preci|pitous  decline  of 
endogenous  o{jiate  activity  during  the  premen- 
strual period  alleviates  {physical,  psychological, 
and  behavioral  changes  of  PMS.  To  avoid  adding 
more  unproven  remedies  to  the  already  large 
armamentarium,  additicpiial  basic  research  and 
large  controlled  double-blind  studies  are  essen- 
tiaf. 
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Splenectomy  for  Felty’s  Syndrome 


Literature  Review  Reveals  That  While  Splenectomy  is  Effective,  a Preoperative 
Assessment  Remains  Essential 


Sunita  B.  Sheth,  AB 
James  P.  Crowley,  MD 


The  simultaneous  appearance  of  rheumatoid  dis- 
ease, splenomegaly,  and  severe  leukopenia  (Fel- 
ty’s syndrome)  occurs  in  less  than  one  per  cent  of 
patients  with  rheumatoid  arthritis.  These  pa- 
tients experience  serious  infection  more  often 
than  healthy  persons  or  patients  with  uncompli- 
cated rheumatoid  arthritis,  and  the  vulnerability 
to  infection  may  become  progressively  more  se- 
vere. Treatment  of  this  condition  by  splenectomy 
was  first  described  in  1932  by  Hanrahan  and 
Miller.’  In  the  intervening  years  there  have  been 
a number  of  subsequent  reports  of  the  procedure 
in  cases  with  Felty’s  syndrome. ’ Most  of  these 
reports  discuss  relatively  small  groups  of  subjects, 
reflecting  the  infrequency  with  which  these  pa- 
tients are  encountered.  Since  there  is  continuing 
concern  as  to  the  optimum  treatment  of  this  con- 
dition, it  is  worthwhile  to  tabulate  the  cumulative 
results  of  the  procedure  for  management  of  Fel- 
ty’s syndrome  as  documented  in  the  clinical  litera- 
ture. 

Methodology 

For  the  j)urpose  of  this  study  Felty’s  syndrome 
was  defined  as  the  triad  of  leukopenia  (white 
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blood  count  less  than  4()00/|jl1),  splenomegaly, 
and  rheumatoid  arthritis  or  a history  of  rheuma- 
toid arthritis.  Cases  suggestive  of  Felty’s  syn- 
drome but  with  no  confirmed  diagnosis  of 
rheumatoid  arthritis  were  not  included.^'  Also 
excluded  from  consideration  were  those  cases  of 
leukopenia  and  rheumatoid  arthritis  with  no 
documented  evidence  of  splenomegaly.’’^ 

The  literature  pertaining  to  Felty’s  syndrome 
was  reviewed  with  special  attention  to  those  series 
of  cases  reporting  the  results  of  splenectomy.  A 
ten-year  search  of  the  Medical  Literature  Analy- 
sis and  Retrieval  System  (MEDLARS)  disclosed 
most  of  the  current  reports.  The  remainder  were 
uncovered  in  the  annual  issues  of  Index  Medicus 
and  in  the  cumulative  indices  of  the  major  medi- 
cal and  surgical  journals.  All  reports  docu- 
menting any  follow-iq)  period  were  scrutinized 
carefully  for  the  following  information:  number 
of  patients  with  Felty’s  syndrome,  number  of  pa- 
tients with  splenectomy,  mortality  of  sple- 
nectomy, immediate  effect  on  the  incidence  of 
infection  and  the  median  duration  of  survival, 
and  the  immediate  and  subse(|uent  causes  of 
death.  Postoperative  deaths  were  defined  as 
those  occurring  during  the  postoj)erative  peiiod 
for  the  s])lenectomy.  Since  successf  ul  results  were 
more  likely  to  be  reported  in  the  smaller  series  of 
cases,  we  analyzed  separately  the  larger  series 
(ten  or  more  procedures)*  and  compared  these 
results  with  those  reported  in  the  smaller  series 
(one  or  two  cases). t Some  findings  were  based  on 
previous  reports  but  with  some  additional 
cases.  Only  the  additional  cases  cited  in  these 
papers  were  included  in  the  tabulation. 


* See  relereiues  :V2,  ILL  4;U  -t-t.  ~r.\.  AB.  (iO,  (il.  Bit 
t .See  relereiiees  1,  2.  t-lB.  21.  Tl.  2t-2‘l.  .')  I . .')2,  .")4.  .'>7.  ,5H 
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Results 

Sixty-three  reports  of  splenectomy  in  Felty’s  syn- 
drome were  found  in  the  English  language  litera- 
ture, containing  information  on  the  outcome  of 
265  splenectomies.  The  median  duration  of  fol- 
low-up for  all  patients  was  twelve  months  with  the 
longest  surviving  patient  alive  at  five  years.  Forty 
deaths  (15  per  cent)  were  recorded  during  this 
period.  Of  these  cases,  1 1 deaths  occurred  in  the 
postoperative  period  during  the  hospitalization 
for  the  procedure  (Fig  1).  Eight  of  these  eleven 
deaths  were  secondary  to  infection  (Table  1), 
and,  of  the  29  patients  who  died  later,  nine  (32 
per  cent)  died  of  recurrent  infections.  The  re- 
mainder died  of  various  other  causes  apparently 
unrelated  to  infection.  Thus,  some  42.5  per  cent 
of  these  deaths  were  ultimately  due  to  infection 
despite  the  performance  of  splenectomy.  Of 
those  surviving  the  operation,  repeated  infec- 
tions were  observed  in  23.9  per  cent  (Fig  2).  While 
resolution  of  leukopenia  was  variable,  94  per  cent 
of  those  undergoing  the  procedure  experienced 
a doubling  of  the  white  blood  count.  In  approx- 
imatelv  one-third  of  these  patients,  however,  re- 
current infection  occurred  despite  the  mainte- 
nance of  a sustained  increase  in  the  white  blood 
count.  An  eventual  recurrence  of  neutropenia 
was  observed  in  22  per  cent.  A comparison  of  the 
large  and  small  series  with  the  total  series  showed 
no  major  differences  or  discrepancies  (Table  2), 
although  there  was  less  mortality  and  a slightly 
higher  incidence  of  recurrent  neutropenia  in  the 
larger  series. 


Discussion 

Our  review  of  the  results  of  the  treatment  of 
Felty’s  syndrome  bv  splenectomy  reveals  appar- 
ently satisfactory  outcomes  for  many  of  these  pa- 
tients. Although  the  f ailure  of  the  operation  in  25 
per  cent  of  these  cases  approximates  the  results 
seen  with  idiopathic  thrombocytopenic  purpura, 
it  is  worse  than  the  outcome  figures  reported  for 
autoimmune  hemolytic  anemia,  another  disorder 
in  which  splenectomy  is  often  performed  in  re- 
fractory cases. *’■’  The  mortality  rate  of 
splenectomy  in  these  conditions  ranges  between 
one  and  two  per  cent,  while  the  mortality  of  pa- 
tients after  the  procedure  for  Felty’s  syndrome  is 
4.2  percent  (Fig  1 ).  Most  of  these  deaths  were  due 
to  infection  (Table  1).  While  all  of  these  periop- 
erative deaths  were  in  patients  in  whom  infection 
already  had  been  noted  as  chronically  recurrent, 
the  deaths  that  occurred  about  the  time  of 
splenectomy  were  usually  related  to  a new  infec- 


Table  1 . — Causes  of  death  following  splenectomy  for 

Felty’s  syndrome 

Number  of  cases 

Generalized  sepsis,  bacteremia,  or  both 

6 

Peritonitis 

2 

Thrombosis 

2 

Hemorrhagic  pancreatitis 

1 

Post-Op  Longterm  Total 

Deaths  Deaths  Deaths 

Fig  1 ; Mortality  of  patients  undergoing  splenectomy  for 
Felty’s  syndrome.  Median  duration  of  follow-up  of  one 
year. 

tion  acquired  during  the  postoperative  period 
(Table  1). 

While  94  per  cent  of  patients  experienced  an 
immediate  rise  in  the  white  blood  cell  count  of  at 
least  50  per  cent,  in  22  per  cent  the  white  blood 
cell  count  eventually  declined  to  previous  levels. 
This  relatively  high  failure  rate  indicates  that 
consideration  should  be  given  to  the  type  and 
duration  of  medical  therapy,  since  in  some  pa- 
tients with  Felty’s  syndrome  the  neutropenia  will 
respond  to  gold  or  penicillamine  after  the  failure 
of  more  routine  therapy  for  rheumatoid  arthritis 
and  even  after  a failed  splenectomy.®*^  For  those 
responding  even  minimally  to  medical  treatment, 
the  risk  of  death  related  to  splenectomy  may  be 
reduced.  When  the  susceptibility  to  inflection  is 
especially  severe  or  intractable  and  the  white 
count  very  low,  however,  there  may  be  a sense  of 
urgency  as  to  performing  a splenectomy,  and 
such  agents  as  gold  or  penicillamine  are  unlikely 
to  produce  a prompt  improvement.®®  Lithium 
carbonate  will  increase  the  white  blood  count 
temporarily  in  many  Felty’s  syndrome  patients.®' 
Since  lithium  carbonate  acts  within  one  week  in 
most  cases,  it  should  be  considered  as  part  of  the 
routine  preoperative  regimen  together  with  a 
thorough  treatment  of  existing  infection. 
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A variety  of  immunological  abnormalities  have 
been  reported  in  patients  with  Felty’s  syn- 
drome.*’’ ■ *’^’  *’^  Although  some  of  these  abnor- 
malities suggest  that  the  bone  marrow  is  sup- 
pressed immunologically  in  some  patients,  the 
primary  abnormality  in  others  is  the  intrasplenic 
destruction  of  antibody-coated  polymorphonu- 
clear (PMN)  leukocytes.  Assuming  adequate 
documentation,  this  condition  may  well  be  re- 
sponsive to  splenectomy.  Moreover,  Logue  and 
his  colleagues  have  reported  that  measuring  the 
quantity  of  immunoglobulin  bound  by  PMNs  has 
value  in  predicting  the  splenectomy  outcome.*’" 
Thus,  utilizing  tests  to  determine  the  mechanism 
for  leukopenia  may  enhance  the  ability  to  predict 
the  response  to  splenectomy  in  Felty’s  syndrome. 
By  identifying  the  subgroup  of  these  neutropenic 
patients  for  whom  splenectomy  may  be  especially 
effective,  it  may  be  possible  to  avoid  surgery  in 
those  least  likely  to  benefit  and  thus  reduce  the 
relatively  high  mortality  of  the  procedure. 

Finally,  since  Felty’s  syndrome  is  encountered 
relatively  infrequently,  it  is  unlikely  that  a single 


Table  2.  — Splenectomy  outcome  in  Felty’s  syndrome 
reported  in  smaller  (two  or  fewer  cases)  and 
larger  series  (ten  or  more  cases)  of  results. 


Per  cent  of  patients 

Smaller 

Larger 

experiencing: 

Series 

Series 

Continued  infection 

17.5 

25.0 

50  per  cent  or  greater  increase 
in  white  blood  count 

90.5 

93.9 

Recurrent  neutropenia 

18.8 

24.6 

Postoperative  death 

3.8 

3.0 

L 

93.9%  21.8%  23.9% 

>50%  rise  Recurrent  Continued 

in  WBC  Neutropenia  Infection 

Fig  2:  Effect  of  splenectomy  on  leukocyte  levels  and 
occurrence  rate  of  infection  in  the  entire  series  of  pa- 
tients with  Felty’s  syndrome. 
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institution  will  have  sufficient  numbers  of  cases  to 
provide  definitive  answers  to  questions  raised  by 
this  study  concerning  the  preoperative  evalua- 
tion and  management  of  patients  with  Felty’s  syn- 
drome. Accordingly,  a multi-institutional, 
prospective  clinical  trial  of  splenectomy  for  this 
condition  seems  indicated.  In  the  design  and 
analysis  of  such  a study,  patients  should  be  classi- 
fied according  to  the  severity  of  their  susceptibil- 
ity to  infection,  treated  medically  with  a uniform 
regimen,  and  subjected  to  tests  to  determine  the 
specific  mechanism  of  neutropenia  before 
splenectomy  is  undertaken. 

Summary 

We  have  analyzed  63  reports  of  splenectomy  for 
Felty’s  syndrome  in  which  the  outcome  and  fol- 
low-up of  265  patients  were  recorded.  As  defined 
by  the  absence  of  continued  infection,  76  per  cent 
of  splenectomies  were  successful.  The  periopera- 
tive mortality  of  splenectomy  was  4.2  per  cent. 
Eight  of  these  eleven  deaths  were  due  to  infec- 
tion. Although  splenectomy  is  an  effective  modal- 
ity for  most  patients  with  Felty’s  syndrome  com- 
plicated by  recurrent  infection,  the  high  failure 
rate  and  excessive  perioperative  morality  figures 
underscore  the  need  for  careful  preoperative 
assessment  and  vigorous  treatment  of  existing 
infection. 
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consider  its  diagnosis  m patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  (he  normal 
flora  ol  the  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a toiin  produced  by  ClostriPium  Pifticile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C Oiftiole  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  ~ if  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g . pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cecloi  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superintection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognised  (hat  a positive 
Coombs  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  ol 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehiing  s solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maiimum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18  0 20. 0 2l . and  0 1b  mcg/ml  at  tviro. 
three  four  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  m Children  ~ Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gasiroinieslinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  (1  in  70| 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  |1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-tike  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ol  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  ol  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ot  the  syndrome 

Cases  ot  anaphylaxis  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  SO  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT  or  alkaline 
phosphatase  values  d in  40) 

Hematopoietic  - Transient  tiuctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  m infants  and  young 
children  (1  in  4o) 

Renal  - Slight  elevations  m BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  Hess  than  1 in  200) 

10617628) 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  (he  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  lever  See  prescribing  information 
© 1984.  ELI  LILLY  AND  COMPANY 


AdOilionai  intormalion  available  to 
the  profession  on  reguest  from 
III  Lilly  and  Company 
Indianapolis  Indiana  46286 
Ell  Lilly  Indistnes.  Inc 
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SPECIAL  REPORT 


I 


! The  Perceived  Needs  of  Rhode  Island  Physicians 
' Concerning  Patient  Education  Programs 


! William  J.  Waters,  PhD 
1 Stephen  R.  Kaplan,  MD 
[ Jay  S.  Buechner,  PhD 


Within  the  past  five  years,  both  the  professional 
press  and  lay  media  have  published  an  increasing 
number  of  papers  and  articles  examining  the  in- 
terventionist role  of  physicians  in  health  promo- 
tion activities  through  patient  education  pro- 
grams. One  recent  example  is  the  report  of  a 
group  of  Boston  researchers  who  sent  question- 
naires to  some  839  Massachusetts  internists, 
general  practitioners,  and  family  physicians  seek- 
ing information  concerning  their  involvement 
with  such  patient  education  activities.*  To  stimu- 
late interest  among  the  Rhode  Island  medical 
community,  the  Rhode  Island  Department  of 
Health  and  the  Brown  University  Program  in 
Medicine  sponsored  a March  1984  conference  on 
“Health  Maintenance  and  Disease  Prevention,” 
addressing  such  problem  areas  as  the  primary 
prevention  and  control  of  high  blood  pressure; 
stress  management  and  relaxation  techniques, 
the  treatment  of  hypercholesterolemia;  and 
drinking,  drug  abuse,  and  addictive  diseases. 
-Among  the  speakers  were  Doctors  Jeremiah 
Stamler,  Herbert  Benson,  Peter  HerlDert,  and 
David  Lewis.  While  the  well-received  conference 
attracted  many  non-physicians,  participation  by 
the  target  auclience,  ie,  jjracticing  doctors,  was 
somewhat  disappointing. 

To  make  future  programs  more  responsive  to 


William  J.  Waters,  PhD,  is  Assistant  Director  for 
Health  Policy,  Rhode  Island  Department  of  Health, 
Providence. 

Stephen  R.  Kaplan,  MD,  is  Associate  Dean  of  Medi- 
cine, lirown  University  Program  in  Medicine,  Provi- 
dence. 

Jay  S.  Buechner,  PhD,  is  Chief,  Office  of  Data  Evalua- 
tion, Rhode  Island  Department  of  Health. 


the  perceived  needs  of  physicians,  the  health  de- 
partment, Brown,  and  the  Rhode  Island  Medical 
Society  collaboratively  surveyed  all  Rhode  Island 
physicians  in  September  1984  to  determine  their 
preferences.  -Among  other  questions,  respon- 
dents were  asked  to  indicate  their  interest  in 
obtaining  more  information  about  the  following 
areas:  smoking,  alcohol  abuse  treatment,  seat  belt 
use,  stress  management,  exercise,  weight  control, 
diet  and  nutrition,  sleep,  drug  abuse  treatment, 
hypertension  control,  genetic  counseling,  family 
planning,  mental  health,  and  diabetes  education 
and  risk  reduction.  -A  total  of  464  completed  sur- 
veys were  received. 

The  questionnaire  was  designed  to  allow  a 
ranking  of  preferences.  Unfortunately,  there  was 
systematic  variation  in  the  manner  in  which 
physicians  scored  the  questionnaire  and  three 
separate  styles  of  response  emerged  during  the 
tabulation.  Despite  this  confusion,  however,  the 
three  response  styles  yielded  essentially  the  same 
results.  Most  of  the  respondents  were  interested 
in  obtaining  additional  information  concerning 
patient  education  programs  targeted  toward 
smoking  cessation,  weight  control,  stress  manage- 
ment, and  alcohol  abuse. 

Plans  already  are  under  way  by  the  Rhode  Is- 
land Department  of  Health,  Brown  Universitv 
Program  in  Medicine,  and  Rhode  Island  Medical 
Society  to  design  a conference  on  the  problem 
which  attracted  the  highest  level  of  interest  — 
smoking  cessation.  The  meeting  tentatively  is 
.scheduled  for  late  autumn  1985.  -Additional  con- 
ferences will  address  the  other  |)roblem  areas 
identified  by  Rhode  Island  physicians. 

Reference 

' Wescliler  H.  Levine  .S.  Idelsoii  RK.  et  al:  Tlie  physician's  role  in 

healtli  pronioiion,  .\  siirvev  of  |)i  iniar\  care  practiiioners.  N Eng 

I Med  3()8(2):97-100,  198:L 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1985 

to  be  awarded  for  an  original  contribution  on 

"The  Doctor-Patient  Relationship: 
Friend  or  Adversary" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge,  Army  surgeon,  and  a descen- 
dent  of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1985  Fiske  Prize  will  be  a maximum  of  $2,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1985  to  Secre- 
tary, Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis 
Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


! Michael  J.  Ryvicker,  MD 
Sanford  L Schatz,  MD 
Howard  R.  Cohen,  MD 
Allan  M.  Deutsch,  MD 

' Department  of  Radiology 

i The  Miriam  Hospital 

[ Providence,  Rhode  Island 


Fig  2 


For  discussion  turn  to  next  page. 
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Diagnostic  Findings 

Frontal  and  lateral  chest  radiographic  films  re- 
veal a curvilinear  calcification  within  the  contour 
of  the  left  ventricle,  several  millimeters  beneath 
the  pericardium.  The  electrocardiogram  reveals 
extensive  anterolateral  and  inferior  wall  infarc- 
tion, with  persistent  ST-segment  elevations  con- 
sistent with  an  aneurysm  of  the  left  ventricle.  A 
radionuclide  MUCiA  (multigated  acquisition  of 
the  heart)  scan  demonstrates  akinesis  of  the  apex 
with  involvement  of  the  adjacent  anterolateral 
and  inferior  walls. 

Diagnosis 

Aneurvsm  of  the  left  ventricle. 

Discussion 

Differential  diagnosis  of  calcifications  within  the 
cardiac  silhouette  includes  the  following  consid- 
erations: 

Pericardial  calcification  occurs  immediatelv 
within  the  cardiac  silhouette  and  should  project 
on  the  surface  of  the  heart  in  all  projections.  This 
calcium  is  usually  dense  and  amorphous  and  may 
vary  in  thickness  over  the  cardiac  surface.  It  mav 
involve  portions  or  most  of  the  entire  pericar- 
dium or  may  be  localized  to  the  atrio-ventricular 
groove. 

Coronan'  arteiy  calcifications  are  localized  just  be- 
neath the  pericardium,  most  commonly  in  the 
postanterior  projection  with  invohement  of  the 
circumflex  branch  of  the  left  coronary  artery. 
These  calcifications  are  seen  as  segmental  single 
or  double  (parallel)  linear  densities  correspond- 
ing in  position  to  the  specific  coronary  artery. 

Calcification  of  the  left  atrium  is  usually  seen  as  a 
curvilinear  density  in  the  region  of  the  left  atrial 
wall.  This  calcification  may  be  shell-like  or  local- 
ized and  may  represent  either  calcification  of  a 


mural  thrombosis  in  the  lumen  of  the  left  atrium 
or  endocardial  calcification. 

Cardiac  tumors  may  calcify.  These  tumors  are 
most  commonly  myxomas,  and  less  frequentlv 
sarcomas  and  dermoid  tumors.  The  calcification, 
if  present,  would  be  localized  to  that  cardiac 
chamber  containing  the  tumor.  Myxomas  are 
usually  found  in  the  left  atrium  and  to  a lesser 
extent  the  right  atrium. 

Calcifications  of  the  leaflets  of  the  mitral  and 
aortic  valves  pose  less  of  a problem  in  differential 
diagnosis  since  they  are  confined  to  the  anatomic 
area  of  the  valves  and  are  seen  to  move  during 
fluoroscopy. 

Myocardial  infarction  may  calcify.  This  is  usually 
seen  deep  within  the  contour  of  the  left  ventricle. 
If  this  calcification  is  closer  to  the  surface  of  the 
left  ventricle,  however,  differentiation  from  an 
aneurysm  of  the  ventricle  may  become  difficult 
without  performing  cardiac  fluoroscopy  and 
angiography. 

Ventricular  aneutysm  may  calcify  and  will  be  seen 
as  a curvilinear  density  in  the  periphery  of  the  left 
ventricular  outline.  Fluoroscopy  may  demon- 
strate paradoxical  pulsation  of  the  aneurysm  and 
cardiac  angiography  will  demonstrate  an  akinetic 
segment. 

Among  the  additional  causes  of  calcification 
are:  sinus  of  \'alsalva  aneurysm,  calcification 
within  a ductus  arteriosus,  and  mediastinal  pro- 
cesses outside  the  heart,  such  as  mediastinal 
tumors,  lymph  nodes,  and  bronchi. 

Reference 

Shapiro,  JH  et  al:  Calcifications  of  the  Heart.  Springfield,  IL: 
Charles  C Thomas,  1963. 


The  Miriam  Hospital 

164  Summit  Street 

Providence,  Rhode  Island  02906 


284 


Rhode  Island  Medical  Journal 


HAVE  YOU  HEARD?  . . . 


“Do  not  resuscitate”  (DNR)  orders  in  hospitals 
currently  are  not  fulfilling  their  objectives, 
according  to  a study  reported  in  the  April  19, 
1985  issue  of  JAMA.  Another  report  in  the  same 
issue  suggests  that  recent  court  decisions  regard- 
ing withdrawal  of  fluids  or  nutrition  have  favored 
the  best  interests  and  autonomy  of  the  patient. 

Doctors  Andrew  L.  Evans  and  Baruch  A. 
Brody  of  the  Baylor  College  of  Medicine  in  Hous- 
ton studied  resuscitation  decisions  in  three 
teaching  hospitals  with  no  formally-approved 
DNR  policies.  Survey  results  were  obtained  from 
758  patients,  72  of  whom  were  designated  as  hav- 
ing DNR  status.  Twenty  per  cent  of  all  patients 
had  or  were  being  considered  for  DNR  orders. 
While  the  patient,  family,  or  both  were  usually 
involved  in  83  per  cent  of  the  decisions  not  to 
resuscitate,  they  were  rarely  consulted  in  deci- 
sions to  resuscitate  or  in  cases  where  no  decision 
had  been  made.  It  also  was  found  that  a wide 
range  of  care  was  provided  to  DNR  patients  and 
that  partial  resuscitative  efforts  were  utilized  in 
some  cases. 

The  researchers  conclude  that  even  in  hospi- 
tals with  no  formal  policy  concerning  DNR  status, 
these  orders  have  become  an  important  tool  for 
decision  making.  However,  the  two  major  objec- 
tives of  DN R orders  — patient  self-determination 
and  pre-crisis  planning  — were  not  being  satis- 
fied. The  vast  majority  of  decisions  to  resuscitate 
were  made  with  no  patient  or  family  participa- 
tion, and  there  were  77  seriotisly-ill  patients  for 
whom  no  decision  had  been  made. 

In  the  second  paper,  Jesuit  priest  John  J.  Parris 
of  the  College  of  the  Holy  Cross,  Worcester,  Mas- 
sachusetts, and  Frank  E.  Reardon,  an  attornev  at 
Boston’s  Brigham  and  Women’s  Hospital,  note 
that  two  intermediate  appellate  courts  in  Califor- 
nia and  Massachusetts  have  issued  final  rulings 
approving  the  withholding  or  withdrawal  of 
artificial  feeding  in  certain  limited  circumstances. 
In  the  Barber  case  in  (kilifornia,  the  Court  of 
Appeals  dismissed  a murder  indictment  against 
two  Los  .\ngeles  physicians  who  had  removed  the 
intravenous  feetling  apparatus  from  a 55-year- 
old  patient.  I his  recpiest  was  made  by  the  family 
after  the  patient’s  condition  was  “deemed  hope- 
less.” rhe  ruling,  according  to  the  authors,  “rep- 
resents the  first  time  an  a|)pellate  bench  had 
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Attention: 

GENERAL  PRACTICE 
PHYSICIANS 

The  largest  medical  office  facility  in  Rhode  Island 

offers  you  and  your  patients: 

o Laboratory  services 
o X-ray  fibji  services 
o Emergency  room 
o In-house  pharmacy 
o Spacious  parking  facilities 
o Close  to  major  highways 
o Easily  accessible  to  area  hospitals 

THE  ATWOOD  MEDICAL  CENTER 
1524  Atwood  Avenue 
Johnston,  Rhode  Island 

For  further  information,  please  call  Dr. 

Carl  F.  DeLuca  at  401/274-2910 


Are  you  working  too 
hard?  Do  you  want  to  ex- 
pand your  practice? 

Board-certified  family  physician 
actively  involved  in  pediatrics, 
gerontology,  occupational  health, 
and  community  medicine  wishes  to 
relocate  to  the  Narragansett  Bay 
area.  Graduate  of  McGill  University. 
Seven  years  active  practice  experi- 
ence. 

p/ease  contact: 

P.  Terrence  Nugent,  MD 
4158  Dorchester  Boulevard  West 
Westmount,  Quebec  H3Z  1V1  Canada 
514/931-5224 


equated  discontinuation  of  intravenous  feeding 
with  removal  of  a respirator  or  any  other  medical 
intervention.” 

In  a related  development,  the  Joint  Medical- 
Legal  Committee  of  the  Rhode  Island  Medical 
Society  and  the  Rhode  Island  Bar  Association  has 
been  working  toward  the  development  of  “do  not 
resuscitate”  guidelines  to  assist  physicians  and 
hospitals  in  Rhode  Island. 

• • • 

Children  with  biliary  atresia  form  the  largest 
group  of  candidates  for  liver  transplantation, 
according  to  a study  from  Children’s  Memorial 
Hospital  in  Chicago  published  in  the  April  1985 
issue  of  the  American  Journal  of  Diseases  of  Children. 
The  second  largest  group  are  children  with  fami- 
lial cholestatic  syndromes,  followed  by  those  with 
metabolic  disorders,  according  to  Doctor  John  D. 
Lloyd-Still.  It  was  found  that  liver  disease  is  a 
major  cause  of  death  in  children’s  hospitals  and 
accounted  for  6.6  per  cent  of  all  deaths  during 
the  eight-year  period  under  study.  Doctor  Lloyd- 
Still  suggests  that  the  “excellent  transplantation 
results  reported  from  the  University  of  Pitts- 
burgh” have  implications  for  the  selection  of 
pediatric  patients  for  liver  transplantation  in  the 
future. 

• • • 

Ibuprofen  was  more  effective  than  placebo  in 
relieving  the  symptoms  associated  with  in- 
flammation after  high  dose  ultraviolet-B  photo- 
therapy for  treatment  of  psoriasis  in  a double- 
blind study  of  19  patients.  Doctors  Robert  S. 
Stern  and  Thomas  B.  Dodson  of  Beth  Israel  Hos- 
pital in  Boston  report  that  while  phototherapy  is 
beneficial  in  the  treatment  of  psoriasis,  it  fre- 
quently is  accompanied  by  inflammation  and 
occasionally  by  pain  and  development  of  vesicles, 
fever,  and  chills.  Although  ibuprofen  apparently 
helps  relieve  inflammation,  the  drug  has  limited 
effectiveness  in  alleviating  the  other  side  effects 
of  phototherapy.  Their  findings  were  published 
in  the  April  1985  issue  of  Archives  of  Dermatology. 

• • • 

The  US  Food  and  Drug  Administration  (FDA) 
has  granted  premarket  approval  to  the  General 
Electric  Company  for  its  Signa®  magnetic  reso- 
nance (MR)  imaging  system,  thus  expediting  sale 
of  the  scanner  as  a commercial  product.  Operat- 
ing at  1.5  Tesla,  the  GE  system  is  the  first  high- 
field  strength  MR  whole-body  and  head  scanner 
to  obtain  pre-market  approval.  Premarket 
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approval  previously  has  been  granted  to  five 
other  scanners  of  other  manufacturers  operating 
at  lower  field  strengths.  According  to  company 
officials,  the  approved  application  covers  use  of 
its  MR  system  at  operating  field  strengths  of  0.5 
Tesla,  1.0  Tesla,  and  1.5  Tesla,  allowing  multiple 
slice  and  echo  techniques  at  all  three  strengths.  It 
also  permits  cardiac  gating  techniques  to  be  used. 

• • • 

The  first  vaccine  intended  to  protect  young  chil- 
dren against  serious  and  potentially  life- 
threatening  infections  from  Haemophilus  influen- 
zae tvpe  b (Hib)  is  now  available  from  Mead  John- 
son &:  Company.  The  company  plans  to  make 
immediately  available  nearly  two  million  doses  of 
the  new  vaccine,  b-Capsa  I \'accine®.  According 
to  recent  estimates,  one  in  200  American  children 
are  expected  to  contract  Hib  disease  during  the 
first  five  years  of  life.  Although  Haemophilus  are 
commonly  found  in  the  nose  and  throat,  under 
appropriate  conditions  the  bacteria  enter  the 
bloodstream,  causing  such  diseases  as  bacterial 
meningitis,  epiglottitis,  pneumonia,  septic  arthri- 
tis, and  cellulitis. 

The  component  of  b-Capsa  I \’accine®  that 
stimulates  the  body  to  produce  antibodies  is  the 
polysaccharide  polyribosylribitol  phosphate. 
According  to  company  officials,  the  protein-free 
growth  medium  and  purification  procedures 
used  in  the  preparation  of  b-Capsa  I®  render  the 
vaccine  virtually  free  of  impurities  that  can  cause 
irritation  and  fever.  Less  than  2 per  cent  of  the 
children  tested  with  the  new  vaccine  demon- 
strated any  objectively  observable  side  effects.  In 
cooperative  studies  involving  more  than  60,000 
children,  the  Haemophilus  b polysaccharide  vac- 
cine provided  a protective  efficacy  of  90  per  cent 
when  administered  to  children  24  months  and 
older.  A study  in  Finland  of  48,000  children  who 
received  the  vaccine  showed  that  they  were  still 
protected  against  Hib  disease  four  years  after 
administration. 

The  Advisory  Committee  on  Immunizations 
Practices  of  the  Centers  for  Disease  Control 
(CDC)  has  recommended  vaccination  for  all  chil- 
dren 24  months  and  older,  and  children  18 
months  and  older  in  such  high-risk  groups  as 
those  attending  dav  care  centers.  The  increasing 
number  of  such  children  multiplies  the  already 
serious  problem  of  Hib  infection  because  of  the 
increased  risk  of  the  disease  spreading  rapidh 
among  those  in  close  contact  with  each  other.  I he 
CDC  reports  that  “for  children  18  months  and 
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older,  66  to  70  per  cent  of  all  Hib  disease  cases  in 
the  US  may  be  attributable  to  exposure  in  day 
care  centers.”  There  also  is  an  increased  risk  of 
infection  in  a home  environment  where  several 
young  children  are  present. 

• • • 

The  American  Medical  Association  has  signed  an 
exclusive  contract  with  Mead  Data  Central  to 
make  the  ten  AMA  clinical  journals  available  to 
full-text  computer-assisted  search  and  retrieval 
in  MEDIS®,  a new  medical  information  service 
offered  by  Mead  Data.  The  company  already 
of  fers  a legal  information  service  and  a news  and 
business  data  program. 

MEDIS  contains  the  full  text  of  more  than  50 
clinical  journals,  newsletters,  and  textbooks 
covering  surgery,  cardiology,  oncologv,  rheuma- 
tology, psychiatry,  pediatrics,  hematology,  public 
health,  and  general  and  internal  medicine.  Ehe 
AMA  publications  now  available  in  MEDIS  in- 
clude JAMA,  American  journal  of  Diseases  of  Chil- 
dren, Archii’es  of  Dermatology,  Archives  of  General 
Psychintiy,  Archives  of  Diternal  Medicine,  Archives  of 
\eurology.  Archives  of  Ophthalmology,  Archives  of 
Otolaryngology,  Archives  of  Pathology  and  Laboratory 
Medicine,  and  Archives  of  Surgery. 


Information  in  the  database  can  be  easily 
found,  scanned  or  read,  and  printed  out  on  high- 
speed printers  connected  to  computer  terminals. 
Many  personal  computers  and  terminals  are 
compatible  with  the  MEDIS®  system. 

• • • 

A joint  research  institute  that  will  explore  new 
biomedical  compounds  aimed  at  stopping  the 
spread  of  viral  inf  ections  and  retarding  the  aging 
process  has  been  formed  by  the  Eastman  Kodak 
Company  and  ICN  Pharmaceuticals,  Inc.  The 
two  firms  will  invest  a total  of  $45  million  over  a 
six-year  period  to  establish  and  operate  the  Nu- 
cleic Acid  Research  Institute,  a joint  venture  to  be 
located  in  Costa  Mesa,  California.  Kodak  and 
ICN  officials  claim  that  the  new  institute  repre- 
sents “an  unusual  opportunity  to  advance  nucleic 
acid  research  in  a major  way  over  the  next  dec- 
ade.” Under  the  general  direction  of  Doctor  Wel- 
don B.  Jolley,  Loma  Linda  (California)  University 
Medical  Center,  the  new  research  center  even- 
tually will  be  staf  f ed  by  150  research  and  support 
professionals  who  will  focus  most  of  their  efforts 
on  preclinical  studies  of  antiviral  and  age- 
retardant  substances. 
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Before  prescribing,  see  complete  prescribing  information  In  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary.  


* 


WARNING 

This  drug  Is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  In  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K"''  levels  should  be  determined  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K'*'  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  obsen/ed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombMytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hypenjricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'C^azide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods  Corrective  measures  shouid  be  instituted  cautiously  and  serum 
potassium  levels  determined  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  Itiyroid  disturbance  Cal- 
cium excretion  is  decreased  by  thiazides  Dyazirfc'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
ictenjs,  pancreabtis.  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  imerstitial  nephntis  have  been  reported  Impotence  has 
been  repotted  in  a lew  patients  on  Dyazide'.  although  a causal  relationship 
has  not  been  established 

Supplied:  Dyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
tOOO  capsules.  Single  Unit  Packages  (unit-dose)  of  100  (Intended  lor 
institutional  use  only):  in  Patient-Pak ''  unit-ot-use  bottles  of  100. 
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> - Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 
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On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitrate, 
add  ISOPTlff 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  men 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . . for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIK 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
-drome  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions ) ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension, Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk,  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2,9%),  peripheral  edema  (1  7%),  AV  block: 
3rd  degree  (0  8%),  bradycardia:  HR  < 50/min  (1  1%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3.6%),  headache  (1,8%),  fatigue  (1,1%),  constipa- 
tion (6,3%),  nausea  (1,6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings  ) The  following  reactions,  reported  in  less  than  0,5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain,  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 


lUSTASK 
THE  PEOPLE  AT 
E-SYSTEMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.’’ 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great!’’ 

—Ken  Sclater,  Jr. 


“I  save  them,  but 
when  1 want  some- 
thing extra,  I know 
they’re  there.  They’re 
great  for  emergencies.’’ 
—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  TTieyTl  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  DC 
20226. 


OS  SAVINGS  BONDS^ 

Paying  Betterlhan  Ever  ' 

A public  service  of  this  publication. 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOP,  THE  PREDIQABILITY 
CONFIPAAED  BY  EXPEIXIENCE 

QMMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'  ” 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^ ’ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAHEe 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979,  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981.  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al:  Pharmacology  26:121-137  1983. 


DALMANE® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruntus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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A Continuing  Mission  to  Protect  the  Health  of  the  Public: 
The  Many  Roles  of  the  Rhode  Island  Department  of  Health 


SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties  we  have  computerized  in  the  local  area  are: 


General  Surgery 
Pediatrics 

Obstetrics  & Gynecology 
Cardiovascular  & 
Thoracic  Surgery 


Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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GENERAL  ASSEMBLY  FimLTT'‘ArnTHrRN5' 

After  nearly  f ive-and-one-half  months  in 
session,  the  Rhode  Island  General  Assembly 
adjourned  on  June  21,  thus  ending  one  of 
the  longest  legislative  sessions  in  Rhode 
Island  history.  It  also  was  one  of  the 
least  productive  from  the  Society's  view- 
point . 

Before  leaving  for  the  year,  the  solons 
acted  on  the  following  bills: 

• H 5911  Sub  A permits  optometrists  to  use 
drugs  for  the  treatment  of  ocular  disor- 
ders after  being  certified  by  the  Board 
of  Examiners  in  Optometry.  The  law:  1) 
requires  the  Director  of  Health  to  pro- 
pose additional  training  requirements 
for  optometrists  who  use  therapeutic 
drugs;  2)  provides  for  a five-member  ad- 
visory panel  of  two  ophthalmologists,  two 
optometrists,  and  one  pharmacologist;  and 
3)  provides  for  one  additional  ophthal- 
mologist member  of  the  optometric  board 
for  the  purpose  of  this  certification. 

The  bill  was  vigorously  opposed  by  the 
Rhode  Island  Medical  Society  and  the 
Rhode  Island  Ophthalmological  Society, 
which  contended  that  the  use  of  pharma- 
ceutical agents  by  non-physicians  con- 
stitutes a public  health  threat. 

• H 5147  requires  physicians  to  post  in  a 
prominent  place  whether  they  accept  Medi- 
care assignment  of  benefits. 

I H 6432  transfers  the  Board  of  Medical 
Review,  the  state's  "watchdog  agency" 
for  licensed  physicians,  to  the  Depart- 
ment of  Health.  The  Board  previously 
had  reported  directly  to  the  General 
Assembly . 

t H 5389  provides  physicians  with  access 
to  the  Child  Abuse  and  Neglect  Track- 
ing System  (CANTS) . The  bill  had  been 


GENERAL  ASSEMBLY  (continued) 

opposed  by  the  American  Civil  Liberties 
Union  and  the  Providence  Journal. 


• H 6515,  as  amended,  adds  two  physicians 
to  the  Malpractice  Commission  created 

by  the  General  Assembly  in  1984,  helping 
to  correct  its  present  imbalance.  The 
Commission  currently  consists  of  one 
physician  and  eight  attorneys,  seven  of 
whom  are  from  the  plaintiffs'  bar. 

S 931  extends  the  reporting  date  of  the 
Commission  from  February  1,  1985  to 
February  7,  1986  and  the  life  of  the 
Commission  itself  until  April  7,  1986. 

In  other  actions,  the  General  Assembly 

also : 

• approved  legislation  which  requires 
anesthesiologists  to  explain  to  their 
patients  before  elective  surgery  how 
their  fees  will  be  calculated  and  how 
much  will  be  covered  by  insurance. 

• established  a commission  to  study  pro- 
fessional boxing  in  Rhode  Island.  The 
move  was  taken  after  the  House  defeated 
a Senate  proposal  which  would  have  re- 
quired examinations  by  ophthalmologists 
and  neurologists  before  each  bout.  At 
its  January  16,  1985  meeting,  the  RIMS 
House  of  Delegates  called  for  a ban  on 
all  boxing  as  an  "activity  whose  sole 
objective  is  to  inflict  injury  upon 
the  opponent." 

• established  a central  tumor  registry. 

• defeated  proposals  which  would  have 
provided  for  the  licensure  of  school 
psychologists  and  family  therapists. 

• voted  down  a proposal  which  would  have 
asked  the  Hosp.  Assn,  of  RI  to  impose 
a three-year  freeze  on  hospital  rates. 
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AMA  MEETING  (continued) 


• defeated  a proposal  to  require  physicians 
to  post  their  fees  in  their  offices. 

• defeated  a proposal  which  would  have  re- 
quired all  Rhode  Island  physicians  to  ac- 
cept Medicare  assignment  of  benefits  as 
payment  in  full. 

• created  a commission  to  study  the  prob- 
lems related  to  alcoholism  and  insurance 
coverage.  The  action  was  taken  after  de- 
feat of  a House  bill  which  would  have 
reduced  the  maximum  coverage  for  alcohol- 
ism treatment  from  30  to  10  days  during 
any  one  year  period.  The  bill  also  would 
have  required  preadmission  certification 
and  recertification. 

• refused  to  consider  a "living  will"  pro- 
posal comparable  to  one  introduced  in 
1984.  Although  the  Society  was  one  of 
several  groups  supporting  the  bill,  it 
was  withdrawn  by  the  sponsor  in  response 
to  objections  from  the  chairman  of  a 
legislative  commission  charged  with 
studying  the  living  will  concept. 

Other  highlights  of  the  legislative  year 
were  a ban  on  so-called  "happy  hours,"  which 
became  effective  on  June  28,  and  the  contorted 
path  of  legislation  to  require  seatbelt  use. 
Although  at  one  point  the  General  Assembly 
approved  a diluted  mandatory  seatbelt  provi- 
sion which  was  far  weaker  than  minimum  federal 
standards,  the  issue  was  reconsidered.  By 
adjournment,  no  action  had  been  taken  and  the 
state  was  left  with  no  seatbelt  requirements 
for  at  least  another  year. 

And,  last  but  not  least,  the  House  of  Repre- 
sentatives approved  its  perennial  resolution 
calling  upon  Gongress  to  enact  national 
health  Insurance. 


MONEY  ISSUES  DOMINATE  AMA  MEETING 

Pocketbook  issues  dominated  the  1984  Annual 
Meeting  of  the  American  Medical  Association, 
June  16-20,  Ghicago  with  more  than  300  dele- 
gates focusing  on  such  issues  as  medical 
malpractice,  physician  fees,  and  the  impact 
of  the  so-called  "physician  glut." 

Rhode  Islanders  attending  the  meeting 
included  Drs  Herbert  Rakatansky,  President; 


John  J.  Cunningham,  Delegate;  Charles  P. 
Shoemaker,  Jr.,  Alternate  Delegate;  Nor- 
man A.  Baxter,  Executive  Director;  and 
Drs  William  Q.  Stumer,  Alternate  Delegat 
National  Association  of  Medical  Examiners 
and  Frank  J.  Schaberg,  representing  The 
Memorial  Hospital-Pawtucket  at  the  Sec- 
tion on  Hospital  Medical  Staffs.  Dr 
Seebert  J.  Goldowsky,  Editor-In-Chief, 
Rhode  Island  Medical  Journal,  was  present 
at  a concurrent  session  of  the  State 
Medical  Journal  Advertising  Bureau. 

Dealing  with  a six-inch  thick  agenda, 
the  delegates: 

• approved  a $45  dues  increase  for  activ 
members.  The  Board  of  Trustees  empha- 
sized that  the  increase,  the  first  in 
three  years,  would  be  necessary  to  ex- 
pand AMA  activities  while  maintaining 
adequate  reserves.  The  Increase  does 
not  affect  AMA  members  in  Mississippi 
or  Kansas,  both  of  which  recently 
approved  unified  membership. 

• approved  detailed  reports  from  the  Boar 
of  Trustees  which  focus  on  the  malpra- 
tice  problems  faced  by  all  physicians 
with  special  emphasis  on  obstetricians 
and  Florida  doctors. 

It  was  pointed  out  that  premiums  throuj 
the  joint  underwriting  association  in 
Florida  for  some  high-risk  specialties 
range  as  high  as  $195,000  and  that  ob- 
stetrician/gynecologists throughout 
the  country  are  giving  up  the  obstetri- 
cal portions  of  their  practices.  Dur- 
ing reference  committee  hearings, 
delegates  emphasized  that  litigation 
stemming  from  Medicare  and  Medicaid 
patients  presents  a serious  problem  in 
some  areas,  contrary  to  a widespread 
impression  that  these  patients  rarely 
sue  their  physicians.  It  was  reported, 
for  example,  that  45  per  cent  of  all 
malpractice  claims  in  Massachusetts 
arise  from  Medicaid  claims. 

The  AMA  House  of  Delegates  called 
upon  the  Board  of  Trustees  and  the 
appropriate  committees  to  "continue 
to  address  malpractice  as  the  highest 
priority  of  the  profession  in  assuring 
quality  medical  care." 
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AMA  meeting  (continued) 

• directed  the  AMA  to  continue  its  public 
relations  activities  toward  increasing 
public  awareness  of  the  impact  of  the 
malpractice  crisis,  including  rebuttals 
directed  at  recent  public  comments  by 
representatives  of  the  American  Trial 
Lawyers  Association. 

• reviewed  more  than  25  reports  and  reso- 
lutions on  medical  education  and  called 
for  an  AMA  task  force  to  "evaluate  the 
effects  of  physician  supply  and  distri- 
bution on  the  quality  and  costs  of  medi- 
cal care  in  the  United  States."  The 
newly-appointed  task  force  was  charged 
with  filing  a progress  report  in  Decem- 
ber and  its  final  recommendations  at 
the  1986  annual  meeting. 

• in  a highly-publicized  move,  recommended 
that  the  blood  alcohol  concentration  for 
determining  legal  intoxication  be  reduced 
to  0.05  g per  cent. 

JUA  IMPOSES  RATE  HIKE 

The  Rhode  Island  Department  of  Business 
Regulation  recently  granted  a substantial 
premium  increase  to  the  Medical  Malpractice 
Joint  Underwriting  Association  (JUA)  for 
malpractice  insurance  coverage  to  become 
effective  on  July  1,  1985. 

According  to  a JUA  spokesman,  there  will  be 
a 30  per  cent  premium  increase  for  the  bas- 
ic limits  coverage  of  $100,000/$300,000, 
and  a 14.8  per  cent  hike  in  the  increased 
limits  factor  for  coverage  up  to  a maximum 
of  $1  million/$3  million.  The  net  effect 
of  the  increase  for  physicians  carrying 
both  basic  limits  and  increased  limits 
coverage  will  be  49.3  per  cent. 

COUNCIL  AUTHORIZES  NEW  PEER  REVIEW  FUNCTION 

The  Council  of  the  Rhode  Island  Medical 
Society  recently  authorized  RIMS  President 
Dr  Herbert  Rakatansky  to  appoint  a peer 
review  board  on  reimbursement  and  quality 
of  care.  The  new  board  is  to  be  charged 
v’ith  acting  as  a clearinghouse  for  informa- 
tion from  Society  members  concerning  the 
impact  of  reimbursement  mechanisms,  such 


COUNCIL  MEETING  (continued) 

as  diagnosis-related  groups,  on  the  qual- 
ity of  medical  care. 

The  data  are  intended  primarily  for  the 
Society's  negotiations  with  Blue  Cross  & 
Blue  Shield  of  Rhode  Island,  Health  Care 
Review,  and  other  quasi-regulatory  agen- 
cies . 

In  other  actions  at  its  June  10  meeting, 
the  Council: 

• approved  RIMS  cosponsorship  of  an 
October  2 conference  on  variations  in 
the  incidence  of  surgical  procedures 
performed  in  Rhode  Island.  One  of  the 
featured  speakers  will  be  Dr  John  E. 
Wennberg,  Professor  of  Community  and 
Family  Medicine,  Dartmouth  Medical 
School,  who  has  devoted  much  of  his 
professional  career  to  studying  such 
variations.  In  1973,  Wennberg  exa- 
mined the  differences  in  per  capita 
surgical  rates  in  193  small  hospital 
areas  in  New  England.  In  their  most 
recently-published  work,  Wennberg  and 
his  colleague  Philip  Caper  classified 
all  non-obstetrical  surgical  proce- 
dures in  Maine  for  the  years  1980 
through  1982  in  30  hospital  market 
areas.  The  incidence  of  surgical  pro- 
cedures was  found  to  be  highly 
variable,  especially  in  cases  involv- 
ing a high  degree  of  physician  judg- 
ment . 

• approved  RIMS  participation  in  a Novem- 
ber 9 program  with  the  RI  Department 

of  Health  and  Brown  University  on  how 
physicians  may  Initiate  effective  smok- 
ing cessation  activities  for  their 
patients . 

• approved  the  following  statement  for 
the  consideration  of  the  House  of 
Delegates  at  its  September  meeting: 

"The  official  position  of  the  Rhode 
Island  Medical  Society  on  specific 
issues  shall  be  that  of  the  American 
Medical  Association  unless  a differ- 
ent position  has  been  specifically 
approved  by  the  RIMS  House  of  Dele- 
gates." The  statement  was  adopted 
to  provide  guidance  to  RIMS  officers 

in  their  legislative  and  press  dealings. 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


HOW  LONG  SHOULD  MEDICAL  REOCRDS  BE  RETAINED? 

One  of  the  most  frequently  received  questions  at  the  Society’s  offices  concerns  medi- 
cal records.  While  physicians  need  to  know  how  long  patient  records  should  be  kept, 
patients  of  retired  or  deceased  members  frequently  call  to  find  out  where  their  medi- 
cal records  are  located.  The  problem  becomes  ^specially  acute  with  parents  trying  to 
find  the  immunization  records  of  their  children. 

Holv  tong  6koutd  n.2.co^cU  be  Aeiocned? 

Five  states  — Masschusetts , New  Jersey,  New  York,  Oregon,  and  Florida  — specify 
the  length  of  time  that  physicians  must  maintain  medical  files  for  their  patients. 
While  there  is  no  statutory  requirement  in  Rhode  Island,  physicians  must  maintain 
comprehensive  patient  records  as  long  as  the  threat  of  a malpractice  suit  exists. 

The  statute  of  limitations  in  each  state  determines  the  length  of  time  a physician 
may  be  liable.  In  Rhode  Island,  malpractice  litigation  may  be  initiated  up  to 
three  years  after  the  alleged  incident,  or,  in  the  case  of  a minor,  three  years 
after  the  patient  reaches  majority. 

A recent  issue  of  Legal  Aspects  of  Medical  Practice,  a publication  of  the  American 
College  of  Legal  Medicine,  underscores  the  role  of  complete  medical  records  in  a 
successful  malpractice  defense:  "A  physician  unable  to  produce  patient  medical  re- 

cords in  court  because  they  were  destroyed  or  discarded,  or  who  can  produce  only 
partial  medical  records,  will  be  in  an  extremely  weak  defensive  position.  Incomplete 
or  damaged  medical  records  create  a legal  Inference  that  a physician  acted  in  a 
deliberate  dereliction  of  duty.” 

How  itkouZd  to  m2.dlc.at  fi2,co^di>  be  pfiootdzd  tn  C-OAO,  o{^  AettAemeat? 

Before  closing  their  offices,  physicians  should  notify  their  patients  and  provide 
the  name  of  the  physician  who  will  be  taking  over  the  practice.  This  will  give  pa- 
tients the  choice  of  obtaining  service  from  the  new  physician  or  asking  that  their 
records  be  transferred  to  another  doctor.  A closing  date  for  securing  medical 
records  also  should  be  announced. 

RIMS  members  also  should  notify  the  Society  (401/331-3207)  where  their 
patient  records  will  be  kept.  This  information  will  be  retained  in  the 
membership  file  and  provided  to  inquiring  patients.  In  cases  where  it 
is  not  available,  the  patient  will  be  told  to  send  a written  request 
to  the  Society  where  it  is  forwarded  to  the  member’s  last  known  mail- 
ing address. 

The  Society  also  receives  questions  from  the  former  patients  of  deceased  members. 

In  cases  where  no  information  is  available  about  the  transfer  of  records,  it  is 
suggested  that  the  patient  call  the  probate  court  to  obtain  the  name  of  the 
estate’s  executor. 

Foa  addutlonat  tn^^oAmatton  . . . 

In  cooperation  with  the  Board  of  Medical  Review,  the  Society  has  published  a summary 
statement,  "Rhode  Island  Physicians  and  Medical  Records,"  which  reflects  current 
state  law.  Copies  have  been  mailed  to  all  RIMS  members  and  additional  statements 
are  available  upon  request  by  calling  331-3207.  It  covers  such  items  as  patient 
requests,  transfer  of  records,  and  disposition  of  records  upon  the  death  or  retire- 
ment of  the  physician. 
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H X-Ray 

Home  X-Ray  service  of  R.I. 
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PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 
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24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
^‘WAITING  FOR  THE  LAB  REPORr\...WHY  SHOULD  YOU? 

• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

I • Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

I Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A.c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi:  and  Eolic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CKANS  ION  S I KIdn , CKANS  ION,  RI  02920 

943-1211 


RI  TOLL  I'RHK  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking' 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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EDITORIALS 


The  Private  Physician  and  the 
Public  Health 


An  eminent  Boston  internist  was  once  asked  to 
describe  his  experiences  as  a physician.  “It  is  like 
having  an  office  on  the  bank  of  a river,”  he  re- 
sponded. “Every  few  moments  the  current  car- 
ries a drowning  person  past  my  riverside  location. 
I leap  into  the  water,  carry  the  helpless  person  to 
dry  ground  and  begin  resuscitation  measures;  by 
the  time  my  patient  is  revived,  I see  yet  another 
drowning  soul  struggling  in  the  river  currents. 
The  cycle  of  rescue  and  revival  seems  endless, 
and  I never  seem  to  have  time  to  travel  upstream 
to  find  out  who  is  willfully  throwing  these  people 
into  the  river!” 

The  private  practice  of  medicine  is  frequently  a 
series  of  desperate  measures  undertaken  in  re- 
sponse to  diseases  which  had  been  initiated  long 
before  symptoms  prompt  the  distressed  patient 
to  seek  help;  and  the  cumulative  demands  of 
practice  necessarily  deprive  the  busy  private 
physician  of  the  opportunity  to  witness  and  in- 
vestigate those  early  mechanisms  which  provoke 
many  chronic  diseases.  The  individual  physician 
has  neither  time  nor  resources  to  “.  . . find  out 
who  is  willfully  throwing  these  peojile  into  the 
river.” 

The  concepts  of  public  health,  and  the  com- 
panion authorities  to  effect  communal  measures 
such  as  quarantine,  are  not  new.  Indeed,  for 
about  130  years  Rhode  Island  has  jierceived  that 
adequate  medical  protection  of  its  communities 
cannot  be  achievecl  solely  through  the  dedicated 
efforts  of  individual  jihysicians.  Some  form  of 
societal  regulation  in  tlie  realm  of  disease  control 
is  recognized  as  necessary. 

I he  faint  f)eginnings  of  organized  public 
health  measures  and  civil  sponsorshij)  of  preven- 
tive medicine  may  be  assigned  to  the  summer  of 
1832.  On  July  31  of  that  year,  two  Ih'ovidence 
citizens  living  in  the  same  harborside  dwelling 
were  .seized  witfi  .Asiatic  cholera  and  died  the 


following  day.  Two  other  members  of  that  family 
contracted  the  same  illness  and  also  died.  These 
four  cases  of  cholera  were  the  first  ever  recorded 
in  Providence.  They,  and  the  hundreds  of  other 
Rhode  Islanders  to  die  during  the  summer  of 
1832,  resided  in  but  one  of  the  many  tragic  way- 
stations  involved  in  the  global  spread  of  pesti- 
lence which  had  been  first  documented  in  the 
Ganges  delta  region  of  the  Indian  Bengal  in 
1817.  The  disease  had  spread  westward,  travel- 
ling no  faster  than  the  commercial  carriers, 
reaching  the  British  Isles  in  October,  1831.  The 
Atlantic  Ocean  did  little  to  arrest  the  westward 
progress  of  the  pandemic,  and  the  first  case  in  the 
VVestern  Hemisphere  materialized  in  Quebec 
during  June  of  1832,  spreading  inexorably  to  the 
East  Coast  ports  by  way  of  the  Hudson  A'alley 
during  the  early  summer  of  1832. 

A voluntary  committee  of  Rhode  Island  physi- 
cians was  convened  that  summer  to  report  to  the 
civil  authorities  “.  . . such  measures  as  they  may 
deem  expedient”  to  arrest  the  enlarging 
epidemic.  Their  final  rejjort  cited  four  require- 
ments for  safety:  “temperance,  cleanliness,  ven- 
tilation and  fearlessness.”  The  report  ended, 
“finally,  be  cheerful,  prudent  and  virtuous;  if 
such  lie  your  life,  you  have  little  to  dread  from 
cholera.” 

Cholera  nevertheless  persisted  for  decades  in 
the  communities  around  Narragansett  Bay.  The 
quarantine  and  sanitary  measures  adopted  by 
Rhode  Island  and  other  states  were  jiatently  in- 
effective. .A  national  f ast  was  proclaimed  by  Presi- 
dent Zachary  faylor  and  observed  in  l^rovidence 
on  Friday,  .August  3,  1849.  Many  jihysicians  had 
grave  doubts  “.  . . of  the  jiropriety  and  expedien- 
cy of  pufilic  (lavs  of  fasting.”  In  response  to  re- 
peated major  epidemics  in  1849  and  1854,  tfie 
city  of  I’rovidence  finally  appointed  Doctor 
Edwin  M.  .Snow  as  its  first  .Sujierintendent  of 
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Health.  Snow  began  his  duties  in  1856  and  in- 
vested much  of  his  official  energies  to  the  control 
of  cholera  by  newer  means  of  sanitary  interven- 
tions. He  was  influenced  by  the  j3arallel 
epidemiologic  inquiries  of  yet  another  Snow, 
Doctor  John  Snow  of  London  who  had  proposed 
in  1849  that  cholera  represented  a contagions 
enteric  disorder  perpetuated  by  fecal  contamina- 
tion of  drinking  water;  and  that  cholera 
epidemics  could  be  aborted  by  assidnons  protec- 
tion of  the  potable  water  supplies. 

Snow  retired  in  1884  to  be  succeeded  by  a 28- 
year-old  physician  named  Charles  \4ilne  Chaj^in 
who  had  trained  at  Bellevue  Hospital  (where, 
incidentally,  he  developed  a life-long  friendship 
with  his  fellow  intern.  Doctor  William  C.  Ciorgas). 
Chapin  remained  as  Superintendent  of  Health 
until  1931.  During  these  47  uninterrupted  vears 
of  service  he  witnessed  a substantive  transition  in 
the  responsibilities  of  the  public  health  sector, 
changing  from  indiscriminate  quarantine  to 
selective  interventions  against  specific  path- 
ogens; from  law  enforcement  to  purposefid 
education  of  the  public.  During  his  tenure,  in 
addition,  he  promoted  the  systematic  collection 
of  vital  statistics  as  a means  of  determining  priori- 
ties in  public  health  measures.  In  1908,  Chapin 
described  his  public  mission  as  follows: 

. . to  abate  nuisances,  to  isolate  contagious  diseases  promptly, 
to  examine  school  children,  to  license  hogs,  to  listen  patiently  to 
complaints,  to  diagnose  doubtful  cases,  to  record  births  and 
deaths,  to  distribute  milk  for  babies,  to  vaccinate,  to  kill  mos- 
quitoes, to  give  out  antitoxin,  to  inspect  babv  farms,  to  examine 
dogs'  brains,  to  distribute  circulars,  to  make  blood  tests,  to  back 
up  the  family  physicians,  to  keep  reporters  good  natured,  to 
answer  fool  questions,  all  are  in  the  day’s  work,” 

Rhode  Island  has  been  protected  by  a statewide 
Department  of  Health  for  107  years  since  the 
appointment  of  Doctor  Charles  Fischer  back  in 
1878,  The  current  issue  of  the  Journal  is  devoted 
to  our  present  Rhode  Island  Department  of 
Health  and  feattires  its  newly-appointed  Direc- 
tor, Doctor  H,  Denman  Scott,  the  eighth  person 
to  hold  this  post. 

It  is  fascinating  to  view  the  evohition  of  public 


health  responsibilities  in  Rhode  Island  during 
these  past  130  years.  Both  Chapin  and  Fischer 
had  invested  their  energies  largely  in  controlling 
acute  contagion,  in  inspecting  food  and  water, 
and  promoting  maternal  and  child  health 
through  immunization  programs  and  voluntarv 
education.  Scott,  our  new  Director  of  Health, 
now  identifies  yet  additional  goals  of  public 
health,  embracing  protection  from  environmen- 
tal threats  and  the  assurance  that  adequate  health 
services  are  available  to  the  sick  and  disabled.  He 
expressly  states  that  environmental  threats  shall 
include  toxic  chemicals  of  natural  and  synthetic 
origin  as  well  as  energies  of  phvsical,  thermal  or 
nuclear  origin.  He  regards  the  Rhode  Island  De- 
partment of  Health  as  sharing  in  the  responsibil- 
ity for  monitoring  such  inlluences  upon  health  as 
the  amount  of  fat  in  our  diet,  how  much  alcohol 
we  consume,  and  whether  we  smoke  cigarettes. 
We  see  yet  another  change  from  control  of  active 
disease  to  control  of  risk  factors  which  may  initi- 
ate disease.  His  department  is  now  actively  in- 
volved in  such  disparate  programs  as  diabetes 
surveillance;  monitoring  of  low-level  lead  poison- 
ing in  the  school  children  of  Rhode  Island; 
epidemiologic  studies  of  traffic  accidents;  sur- 
veillance of  extended  care  inpatient  facilities  in 
the  state;  programs  for  the  rapid  identifiction 
and  control  of  sexually-transmitted  diseases  in- 
cluding herpes,  chlamydial  infections,  hepatitis  B 
and  instances  of  acquired  immune  deficiency 
svndrome;  teenage  pregnancy  and  abortion;  and 
problems  of  substance  abuse  and  personal  vio- 
lence. 

For  over  lOO  years  Rhode  Island  has  been  jus- 
tifiably fortunate  in  its  inspired  public  health 
leadership.  The  expanded  shopping  list  of  con- 
temporary challenges  addressed  by  Doctor  Scott, 
in  this  issue  of  the  journal,  continues  this  great 
tradition  of  forthright  leadership  and  brings  us 
closer  to  an  understanding  of  the  social  and  en- 
vironmental forces  which  place  our  citizens  in 
Jeopardy. 

Stanley  M.  Aronson,  MD 


Toward  Preservation  of  the  Queen’s  English 


In  a resounding  defeat  for  jargon  and  “bu- 
reaucratic gobbledegook,”  a federal  trial  court  in 
New  York  recently  found  that  badly-drafted 
form  letters  sent  to  Medicare  beneficiaries  actual- 
ly violated  due  process  of  the  law. 


At  issue  was  a class  action  suit  filed  by  a former 
IRS  employee  who  could  not  understand  why 
Medicare  reimbursement  payments  for  claims  by 
his  cancer-stricken  wife  were  processed  in  a cer- 
tain way.  A November  1983  trial  focused  on  the 
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adequacy  of  the  review  determination  notices 
sent  to  NIedicare  beneficiaries.  After  finding  that 
the  current  forms  used  by  fiscal  intermediaries 
did  not  satisfy  due  process  standards,  the  court 
ruled  that  they  must  be  changed  to  provide  Medi- 
care beneficiaries  with  understandable  explana- 
tions of  the  actual  reasons  for  claim  denials. 

Addressing  the  readability  of  the  review 
notices,  the  court  said  that  “the  language  used  is 
bureaucratic  gobbledegook,  jargon,  doubletalk,  a 
form  of  officialese,  federalese,  insurancese,  and 
doublespeak.  It  does  not  qualifv  as  English.”  Ex- 
pert witnesses  had  testified  that  the  letters  were 
understandable  only  to  persons  with  the  reading 
ability  of  a bright  college  senior.  The  US  Depart- 
ment of  Health  and  Human  Services  was  ordered 
by  the  court  to  redraft  its  denial  letters  for  Medi- 
care claims. 

While  physicians  have  been  accused  of  relying 
on  excessive  amounts  of  jargon,  it  does  serve 
some  useful  purposes.  In  its  best  form,  it  is  a 
useful  means  of  shorthand,  quickly  conveying 
volumes  of  information.  Jargon  can  create  a 
sense  of  cohesion  and  camaraderie  among  those 
who  use  it,  as  demonstrated  by  the  phenomenal 
sales  of  citizens’  band  radios  several  years  ago.  At 
worst,  however,  the  use  of  jargon  creates  barriers 
between  physicians  and  their  patients  and,  more 
seriously,  misunderstandings  among  health  pro- 


fessionals in  different  specialties  and  disciplines. 
To  cite  a recent  example,  we  recently  asked  a local 
department  of  radiology  for  an  explanation  of 
the  acronym  “MUGA”  in  a paper  submitted  to 
the  Rhode  Island  Medical  Journal.  The  Journal  has 
had  a longstanding  policy  that  all  abbreviations, 
even  those  as  mundane  as  “CBC,”  must  be  spelled 
out  when  they  first  appear.  W’e  learned  that 
“MUGA”  bears  little  relationship  to  the  relevant 
term  “multigated  acquisition  of  the  heart.”  Such 
problems  can  only  multiply  with  the  astounding 
growth  of  technological  procedures  and  the 
attendant  new  terms  and  abbreviations. 

Even  more  troublesome  is  the  language  which 
has  emerged  from  third-party  payers  and  regula- 
tory agencies.  The  language  of  Shakespeare  and 
John  Donne  has  been  despoiled  and  plundered 
by  the  addition  to  our  vocabularies  of  such  mellif- 
luous terms  as  “provider,”  “cost  containment,” 
and  that  loathsome  phrase,  “more  than  allowable 
cost.”  What  is  allowable?  Who  says  so?  One  dis- 
traught physician  successfully  eliminated  the 
phrase  “cost  effective”  from  his  vocabulary  after 
he  found  himself  applying  it  to  situations  that 
were  entirely  inappropriate.  If  the  rest  of  us 
could  only  follow  suit,  there  might  be  hope. 

Wendy  J.  Smith 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 


Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services  * * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAT  SERVICE 


Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


OF  RHODE  ISLAND 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Rhode  Island  Is  Behind  the  Times 


While  this  may  sound  like  a criticism,  it  is  actually 
a compliment.  Although  Rhode  Island  was  ahead 
of  the  times  in  its  tolerance  and  even  encourage- 
ment of  religious  liberties  in  the  17th  century, 
during  the  20th  century  Rhode  Island  is  behind 
the  times  in  the  diversity  of  systems  for  providing 
medical  care  and  services. 

At  present  there  are  only  two  major  alternative 
delivery  systems  (RIGHA  and  Ocean  State).  A 
third  is  imminent  (Blue  Cross  HMO)  and  other 
large  groups  are  eyeing  the  relatively  untouched 
market  in  Rhode  Island.  Metrojjolitan  Life  In- 
surance Company  has  created  a subsidiary  cor- 
poration to  establish  HMOs  throughout  the 
country.  They  are  now  actively  interested  in 
opening  yet  another  HMO  in  RI. 

At  this  time  there  are  no  “for  profit”  hospitals 
in  Rhode  Island.  Some  states,  such  as  Georgia, 
have  as  many  as  25  per  cent  of  their  hospitals 
owned  by  corporations  whose  basic  purpose  is  to 
make  money.  While  proprietary  delivery  systems 
pay  lip  service  to  the  quality  of  care  delivered  to 
their  jjatients,  they  cannot  succeed  if  they  do  not 
make  money.  Accordingly,  certain  segments  of 
the  j)opulation  — the  poor  and  the  very  sick — 
may  not  be  served  if  a profit  is  unlikely. 

There  is  another  basic  difference  between 
these  new  systems  (not  all  of  which  are  projjrie- 
tary)  and  the  traditional  system.  Patients  pay  a 
fixed  fee  which  must  be  sufficient  in  the  aggre- 
gate to  cover  all  of  the  medical  exjjenses. 
Although  some  money  is  saved  by  increasing  effi- 
ciency, there  may  come  a time  when  the  amount 
of  medical  services  must  be  limited  in  order  not  to 
exhaust  the  treasury. 

Where  do  the  doctor  and  the  medical  society  fit 
into  this  scheme  of  things?  It  is  apjiarent  that 
radical  changes  are  occuring,  and  we  must  accept 
the  fact  the  prepayment  and  proprietary  svstems 
are  here  to  stay.  The  soc  ial  climate  has  dictated 
their  emergence  and  sur\ival  for  the  immediate 


Herbert  Rakatansky,  MD 


future.  It  would  therefore  be  wasted  energy  for 
the  individual  doctor  or  organized  medicine  to 
fight  their  existence.  The  time  and  effort  would 
be  better  spent  seeking  more  realistic  and  achiev- 
able goals. 

Tbe  doctor  as  an  individual  jiractitioner  always 
must  remain  the  advocate  of  the  patient  and  ju  e- 
■scribe  the  diagnostic  and  therapeutic  manetivers 
which  are  in  the  patient’s  best  interests  without 
regard  for  the  greater  good  of  the  delivery  sys- 
tem. If  the  system  triumj)hs  over  the  indi\idual 
jiatient,  then  the  doctor  has  failed  and  the  j)atient 
is  the  one  who  suffers.  If  constraints  are  imjiosed 
by  the  system,  the  doctor  must  place  the  blame 
where  it  belongs.  T he  patient  must  be  told,  and  it 
should  be  documented  in  writing,  whv  appropri- 
ate diagnostic  or  therapeutic  measuies  are  not 
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being  offered.  Such  a course  may  not  make  the 
physician  popular  with  the  system,  but  il  he  did 
less,  he  would  be  assuming  responsibility  for  the 
action  and  would  be  abdicating  his  position  as  the 
only  adyocate  for  the  patient. 

Another  more  practical  reason  to  follow  this 
course  of  action  arises  from  the  liability  crisis.  If 
the  indicated  diagnosis  or  therapy  are  to  be  with- 
held, it  is  critical  to  document  the  fact  that  denial 
is  not  due  to  the  judgment  of  the  physician  hut 
rather  to  the  policy  of  an  outside  regulatory  body. 
Both  the  patient  and  the  regulatory  body  must  he 
informed,  preferably  in  writing.  None  of  this, 
howeyer,  means  that  scientifically-sound  cost 
containment  measures  should  not  be  used  and  in 
fact  enforced.  The  judgment  of  what  measures 
are  appropriate  must,  howeyer,  remain  in  the 
hands  of  physicians  who  are  the  only  ones  capable 
of  making  such  e\aluations. 

What  can  and  should  organized  medicine  do? 
The  American  Medical  Association  is  now  collect- 
ing data  about  incidents  in  which  the  DRG  system 
has  adyersely  af  fected  patient  care.  The  purpose 
is  to  influence  the  system  to  proxide  appropriate 
care.  Such  data  presented  in  sufficient  c|uantity  to 
the  goyernment  or  to  the  third-party  payers  may 


influence  and  improx  e deficiencies  in  care.  If  you 
ha\  e personal  knowledge  of  an  instance  in  which 
the  DRG  system  has  limited  care  and  influenced 
patient  outcome  unfayorably,  call  the  AMA  at 
(312)751-6000.  The  Association  will  compile  the 
data  and  prox  ide  feedback  to  the  members  as  xvell 
as  to  third  parties.  The  Rhode  Island  Medical 
Soceity  is  inxestigating  xvays  in  xvhich  this  type  of 
data  collection  also  may  be  accomplished  on  a 
state  ley  el. 

The  Rhode  Island  Medical  Society,  consistent 
xvith  its  duty  to  the  community,  must  insure  that 
all  persons  haxe  access  to  appropriate  medical 
care  and  that  the  delixery  systems  do  not  ignore 
those  in  need.  Categories  of  persons  denied  ac- 
cess to  the  full  benefits  of  the  medical  care  system 
must  be  identified  and  methods  sought  to  rem- 
edy the  situation.  Public  opinion  generated 
through  education  and  the  media  is  an  effectixe 
tool  in  a free  society.  The  Rhode  Island  Medical 
Society  is  presently  engaged  in  such  an  effort. 

With  the  help  of  ex  ery  physician,  acting  both 
indix  idually  and  jointly  xvith  both  the  Rhode  Is- 
land Medical  Society  and  the  American  Medical 
Association,  xve  can  accomplish  this  goal.  ■ 


There  must  be  a good  reason  why 

we’ve  become  the 


UNITED 

SURGICAL  CENTERS 


The  Professionals  in 
Horne  Health  Care  Equipment 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carry  just  about  EX'ERXTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor's  treatment  directions.  For  Ostomy  and 


(401)781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cranston/Warwick  Oty  Line 


O.xygen  needs  to  Orthopedic  Appliances.  XVTieel- 
chairs.  XValkers  and  Hospital  Beds,  we  re  here  to 
ser\e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  suppKing  e.xactly  "what  the 
doctor  ordered  ’.  XVe've  been  doing  it  dependably 
for  many  years. 


That's  how  we've  earned  the  trust  of  so  many 
doctors. 
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The  Cannon  Years:  1961-1984 


His  Most  Significant  and  Enduring  Contribution  as  Director  of  Health  Was  Cultivat- 
ing a Spirit  of  Professionalism  and  Scientific  Inquiry 


John  T.  Tierney 

i 

Doctor  Joseph  E.  Cannon,  a native  son,  returned 
to  Rhode  Island  to  assume  a role  of  leadership  in 
hospital  and  public  health  administration  after 
j preparing  for  these  responsibilities  through 
separate  careers  in  military  medicine  and  public 
health.  Colonel  Cannon  retired  from  the  US 
Army  Medical  Corps  in  1946.  He  served  as  Depu- 
ty Director  of  the  Colorado  State  Health  Depart- 
ment until  1958  when  he  returned  to  his  home 
I state,  assuming  the  position  of  Assistant  Director 
i of  Curative  Services  with  the  former  Department 

I of  Social  Welfare.  He  was  appointed  Director  of 
the  Rhode  Island  Department  of  Health  in  Janu- 
ary 1961. 

i By  every  standard.  Doctor  Cannon  significant- 
I ly  elevated  the  state  of  public  health  in  Rhode 
I Island  during  his  23  years  as  Director.  His  stew- 
ardship was  characterized  by  integrity  and  a com- 
mitment to  professionalism  that  has  established 
the  state’s  reputation  as  a national  leader  in  public 
health.  While  inherently  progressive,  he  com- 
I bined  the  quality  of  caution  in  accepting  the  new 
with  a flexibility  in  discarding  the  old  as  he 
guided  Rhode  Island  forward. 

Doctor  Cannon’s  many  contributions  to  public 
health  in  Rhode  Island  will  be  brieflv  summa- 
rized here.  But  perhaps  his  most  important  and 
lasting  contribution  was  to  establish  and  cultivate 
a spirit  of  professionalism  within  the  Depart- 
ment. Under  his  leadership,  the  Rhode  Island 
Department  of  Health  has  become  a |)lace  for 
.scientific  iiujuiry,  free  of  jiolitical  iidluence.  Doc- 
i tor  Cannon  recruited  scores  of  highly-cpialified 
jniblic  health  professionals.  His  national  reputa- 
tion as  a public  health  administrator  attracted 
manv  of  these  men  and  women  of  science. 


;j  John  T.  'rieniey  is  Deputy  Director,  Rhode  Island  De- 
I partment  of  Health,  Providence,  Rhode  Island. 


W’hile  vigorously  protecting  his  staff  from  po- 
litical interference.  Doctor  Cannon  was  also  a po- 
litical pragmatist  who  skillf  ully  maintained  excel- 
lent relationships  in  the  executi\  e and  legislative 
branches  of  state  government  as  a means  of  en- 
suring the  necessary  resources  to  support  dej^art- 
mental  programs.  But  never  did  he  compromise 
the  professional  integrity  of  his  department  for 
politics. 

To  list  his  achievements  is  to  recite  the  historv 
of  public  health  in  Rhode  Island  over  the  past 
quarter  century.  Based  on  a legislative  mandate 
and  spearheaded  by  Doctor  Cannon’s  organiza- 
tional skills  and  persuasive  talents,  city  and  town 
health  departments  throughout  Rhode  Island 
were  integrated  into  a single  state  health  depart- 
ment in  1966.  With  the  close  cooperation  and 
support  of  the  Rhode  Island  Medical  Society, 
Rhode  Island  in  1963  was  the  first  state  to  con- 
duct a statewide  poliomyelitis  immunization 
program.  This  was  followed  by  the  first  statewide 
program  to  eradicate  measles  in  1966,  anti  a 
statewide  rubella  immunization  program  in 
1969.  Since  that  time,  because  of  his  commitment 
to  the  contrtil  of  communicable  diseases  in  chil- 
dren, immunization  levels  in  Rhode  Island  con- 
tinue to  be  among  the  highest  in  the  nation. 

In  the  mid- 1960s,  Rhode  Island  became  the 
first  state  to  record  statistics  on  natality,  morbid- 
ity, and  mortality  on  a census-tract  basis.  I his 
methodology  jjroved  highly  successful  in  ])in- 
jKiinting  health  status,  service  needs,  and  re- 
source allocation.  Later  extended  to  hosjiital 
admissions  and  other  health-related  incidents, 
this  approach  contributed  to  the  state’s  reputa- 
tion as  the  “health  data  cajiital  of  the  United 
States.”  E\()lving  from  these  sophisticated  data 
systems  was  the  Rhode  Island  Health  Ser\ices 
Research,  Inc  (SEARCH),  a communitv-based 
data  consortium  organized  bv  Doctor  Cannon, 
who  served  as  the  first  chairman  of  its  Board  of 


July,  1985  — Vol.  68 


309 


Directors. 

With  the  emergence  of  Medicare  and  Medi- 
caid, the  health  department  became  the  agency 
responsible  to  the  Social  Security  Administration 
and  later  to  the  Health  Care  Financing  Adminis- 
tration for  certifying  Rhode  Island  hospitals, 
nursing  homes,  clinical  laboratories,  and  home 
health  agencies.  This  certification  enabled  feder- 
al money  to  flow  to  these  institutions  for  services 
rendered  to  the  elderly  and  poor.  During  this 
certification  process,  some  organizational  im- 
provements and  economies  were  achieved.  Be- 
fore 1965,  there  were  27  home  health  agencies  in 
the  state.  Under  Doctor  Cannon’s  direction,  this 
unwieldy  number  was  replaced,  through  gradual 
reorganization  and  mergers,  by  a statewide  net- 
work of  nine  home  health  agencies,  each  one 
substantial  in  size  and  offering  a comprehensive 
range  of  services. 

Through  his  foresight  and  intimate  knowledge 
of  federal  law  and  bureaucracy.  Doctor  Cannon 
obtained  federal  financing  for  half  the  cost  of  the 
office  building  which  houses  the  Rhode  Island 
Department  of  Health  (subseqtientlv  named  in 
his  honor)  and  the  Charles  \’.  Chapin  Public 
Health  Laboratory  Building.  Rhode  Island  was 
the  onlv  state  health  department  in  the  United 
States  to  receive  stich  financial  assistance  from 
the  federal  government. 

Doctor  Cannon's  interest  and  infiuence  re- 
sulted in  many  changes  in  the  health  services 
delivery  system  for  the  state.  A major  supporter 
of  neighborhood  health  centers,  he  allocated  de- 
partmental resources  to  strengthen  these  ser- 
vices. During  the  early  development  of  the  Rhode 
Island  Cu'oup  Health  Association,  he  provided 
guidance  at  a time  when  health  maintenance 
organizations  were  commonly  viewed  as  a radical 
. and  suspect  departure  from  traditional  health 
service  delivery.  His  concern  for  the  needs  of 
Rhode  Islanders  stiffering  from  end-stage  renal 
disease  was  refiected  in  the  establishment  of  the 
Rhode  Island  Renal  Institute,  with  service  units 
in  Warwick  and  Westerly  and  other  regional  units 
planned  for  easier  access  for  these  patients. 

Under  his  direction,  a statewide  comprehen- 
sive family  planning  program  was  developed.  He 
was  instrumental  in  establishing  the  highly- 
regarded  Child  Development  Center  at  Rhode 
Island  Hospital.  He  had  a vision  of  using  depart- 
mental resources  to  establish  a nationally- 
renowned  statewide  center  for  dealing  with  the 
complicated  health  problems  of  children.  Staffed 
with  highly-trained  subspecialists  available  to 
serve  all  the  children  in  the  region,  the  Center 


provides  comprehensive  medical  ser\ices  for 
families  who  otherwise  would  be  forced  to  seek 
these  services  out-of-state. 

Doctor  Cannon  was  no  stranger  to  research 
and  development  in  health  care.  One  of  four 
experimental  automated  multiphasic  screening 
centers  in  the  United  States  was  located  in  Rhode 
Island  with  the  cooperation  of  Rhode  Island  Hos- 


pital. Through  his  efforts,  the  Rhode  Island  De- 
partment of  Health  was  the  only  state  health  de- 
partment to  participate  in  the  Breast  Cancer  De- 
tection Program  sponsored  by  the  American 
Cancer  Society  and  the  National  Cancer  Institute. 
He  was  a key  to  the  success  of  SEARCH  in  receiv- 
ing substantial  federal  grants  and  contracts. 

Rhode  Island  was  one  of  the  first  states  to  ptir- 
sue  vigorously  health  planning  and  regulation  as 
a means  of  coping  with  soaring  health  care  ex- 
penditures. The  General  Assembly  was  the 
second  state  legislature  in  the  country  to  enact 
certificate-of-need  legislation  requiring  hospitals 
and  nursing  homes  to  obtain  state  approval  be- 
fore expanding  their  facilities  or  purchasing  ex- 
pensive equipment.  Rhode  Island  gained  nation- 
al recognition  for  its  ambitious  and  thorough 
approach  in  developing  the  state  health  plan. 
Doctor  Cannon’s  encouragement  of  his  corps  of 
bright,  young  health  planners  contributed  to  this 
success.  Through  this  planning  process,  such 
sensitive  issues  as  the  physician  surplus,  reduc- 
tion of  the  hospital  bed  supply,  and  promotion  of 
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such  alternate  approaches  as  health  maintenance 
organizations  were  discussed  in  Rhode  Island 
long  before  they  were  addressed  on  the  national 
scene. 

As  Rhode  Island,  under  Doctor  Cannon’s  lead- 
ership, embarked  on  the  “second  epidemiological 
revolution,”  moving  from  the  control  of  com- 
municable diseases  to  management  of  chronic 
dysfunctions,  an  Office  of  Health  Promotion  was 
established  within  the  Department  of  Health. 
“Wellness  Check,”  a computerized  health  risk 
assessment  program  developed  by  the  Depart- 
ment, has  achieved  national  recognition  and  is 
currently  being  used  by  approximately  300  hos- 
pitals, health  departments,  universities,  physician 
groups,  business  firms,  and  other  organizations 
throughout  the  United  States,  Canada,  and 
Europe.  Health  promotional  materials  created  by 
the  Department  are  in  great  demand  across  the 
country  and  have  distinguished  Rhode  Island  as  a 
national  leader  in  this  field. 

In  recognition  of  his  many  valuable  contribu- 
tions to  public  health  at  the  national,  state,  and 
local  levels.  Doctor  Cannon  has  been  honored  by 
numerous  organizations.  He  has  been  presented 
with  the  McCormack  Award  of  the  Association  of 
State  and  Territorial  Health  Officials,  the  Dis- 
tinguished Service  Award  of  the  Hospital  Asso- 


ciation of  Rhode  Island,  the  Ira  P.  Hiscock  Award 
of  the  New  England  Public  Health  Association, 
the  Charles  V.  Chapin  Medallion  of  the  Rhode 
Island  Medical  Society,  and  the  Brown  Lhiiversity 
Award  for  distinguished  service  to  medical 
education,  and  has  received  awards  from  Hos- 
pice Care  of  Rhode  Island,  the  Rhode  Island 
Interagency  Council  on  Smoking  and  Health,  the 
US  Marshalls  Service,  the  Rhode  Island  Croup 
Health  Association,  and  the  US  Public  Health 
Service.  In  1983  the  New  England  Public  Health 
Association  established  a new  distinguished  ser- 
vice award  in  his  honor. 

Highly  respected  by  his  subordinates  as  an  ex- 
cellent administrator.  Doctor  Cannon  is  very 
attentive  to  both  detail  and  overall  strategy. 
Moreover,  he  has  a special  way  of  leading  without 
leaning  on  anyone.  Doctor  Cannon  belies  the  old 
adage  that  physicians  do  not  make  good  man- 
agers. His  enduring  legacy  is  a cadre  of  outstand- 
ing health  professionals  steeped  in  a tradition  of 
science  and  integrity.  Perhaps  the  most  cogent 
testimony  to  the  quality  of  the  man  comes  from 
his  closest  associates  who  unanimously  and 
emphatically  agree  that  “working  with  Doctor 
Cannon  was  fun.”  With  fondness  and  respect, 
that  says  it  all. 


COMPUPOC  MEDICAL  SOLUTIONS 

DESIGNED  BY  A DOCTOR  FOR  GENERAL  STAFF  USE  IN  YOUR  PRACTICE. 

LOCAL  RHODE  ISLAND  SUPPORT  • IBM  COMPATIBLE  • USER  FRIENDLY  • MENU  DRIVEN 

We  think  you  will  be  interested  in  this  system  that  can  pay  for  itself  while  giving  you: 

• Itemized  superbills  for  patient  and  insurance  companies 

• Individual  bills,  aging  accounts  and  third  party  billing. 

• One  time  adding  of  a patient,  easy  patient  editing. 

• Automates  all  insurance  codes,  prices  and  forms. 

• Research  and  recall  on  any  patient  information. 

• Patient  history,  scheduling  and  small  word  processing. 

• Customized  to  address  all  office  needs. 

WE’D  LIKE  TO  SHOW  YOU  WHAT  WE  HAVE  TO  OFFER  AND  PUT  YOU  IN  TOUCH  WITH 
OTHER  OFFICES  LIKE  YOURS  WHO  ARE  USING  OUR  SYSTEMS  PROFITABLY. 


331-2525 


• WE  CAN  DEMONSTRATE  AT  YOUR  OFFICE  • 

• OR  YOUR  LOCAL  IBM  PRODUCT  CENTER  • 

CALL  COMPUDOC 

FOR  THE  LATEST  IN  OFFICE  AUTOMATION 


331-2525 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 


FISKE  PRIZE  FOR  1985 

to  be  awarded  for  an  original  contribution  on 

"The  Doctor-Patient  Relationship: 
Friend  or  Adversary" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descen- 
dant of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 


The  award  for  the  1985  Fiske  Prize  will  be  a maximum  of  $2,500. 
The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 


Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1985  to  Secre- 
tary, Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society,  106  Francis 
Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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Contemporary  Issues  in  Public  Health 


The  Challenges  Facing  the  Rhode  Island  Department  of  Health 
Are  Many  and  Significant 

H.  Denman  Scott,  MD 


The  overall  goals  of  public  health  include  protec- 
tion of  a defined  population  from  environmental 
threats  and  the  assurance  that  adequate  health 
services  are  available  to  the  sick  and  disabled. 
Among  the  many  threats  to  the  environment  are 
excessive  exposure  to  biological  agents;  toxic 
chemicals  of  both  natural  and  man-made  origin; 
and  physical,  thermal,  or  nuclear  energy.  How  we 
partake  of  our  surroundings  also  influences  our 
health:  how  much  fat  and  cholesterol  we  eat,  how 
much  alcohol  we  drink,  and  whether  we  smoke 
cigarettes.  Approaches  to  these  problems  follow 
several  simple  principles.  First,  we  attempt  to 
keep  the  environment  free  of  microbes  or  toxins, 
as  we  do,  for  example,  in  monitoring  our  drink- 
ing water  supplies.  Second,  once  environmental 
threats  are  identified,  plans  are  implemented  to 
protect  people  from  exposure  by  such  maneuvers 
as  poliomyelitis  and  measles  immunization. 
Third,  if  preventive  measures  fail  and  disease  or 
injury  occur,  we  want  the  health  care  system  to 
respond  with  emergency  stabilization,  transport, 
and  acute  interventions,  and,  if  needed,  to  re- 
habilitative or  custodial  care. 

Within  this  frame  of  reference  several  chal- 
lenges face  public  health  today,  some  of  long- 
standing and  others  of  relatively  recent  concern. 
These  include: 

• monitoring  the  occurrence  of  disea.se,  disabil- 
ity, and  death; 

• reducing  unnecessary  disability  and  untimely 
death; 

• coping  with  intractable  disability  of  long  dura- 
tion, primarily  concentrated  among  the  very 
old,  the  newly-born,  and  the  victims  of  both 


H.  Denman  Scott,  MD,  is  Director,  Rhode  Island  De- 
partment of  Health,  Providence,  Rhode  Island. 


physical  and  social  trauma; 

• dealing  with  “societal”  diseases,  especially  those 
which  are  sexually  transmitted,  those  which  are 
related  to  drug  and  alcohol  abuse,  and  those 
which  are  related  to  violence; 

• assessing  physical,  chemical,  biological,  and 
nuclear  environmental  hazards  and  their  im- 
pact on  public  health; 

• facing  the  ethical  dilemmas  imposed  by  bio- 
medical technology;  and 

• promoting  a robust,  cost-sensitive  health  care 
enterprise.  An  integral  component  of  this  activ- 
ity is  the  seeking  of  methods  to  moderate  the 
rate  of  increase  in  health  care  expenditures. 

Monitoring  Disease,  Disability,  and  Death 

The  surveillance  of  disease  and  injury  is  the  long- 
standing bedrock  activity.  Careful  execution  of 
this  function  is  a precondition  to  establishing  an 
agenda  or  plan.  When  well  done,  it  tells  where  we 
have  been,  where  we  are,  and  helps  us  contem- 
plate where  we  would  like  to  be. 

Much  has  been  learned,  for  example,  by  fol- 
lowing trends  in  death  rates.  During  the  past  50 
years,  we  have  witnessed  improvements  in  the 
health  of  the  people  as  reflected  in  declining  mor- 
tality in  all  ages,  but  especially  in  infants  and 
mothers.  From  1930  to  1982,  age-adjusted  mor- 
tality in  the  nation  decreased  from  about  1 ,250/ 
100,000  to  560/100,000.  While  the  rate  of  decline 
was  relatively  constant  from  the  mid- 1 950s  to  the 
late  1960s,  it  has  since  accelerated  remarkably, 
dropping  from  approximately  725  to  560.'  Since 
1930,  infant  mortality  has  fallen  from  64  to  I 1 
deaths  per  1,000  live  births,  with  considerable 
improvement  evident  during  the  past  20  years. 
Over  this  interval  maternal  deaths  per  100,000 
live  births  have  declined  from  82  to  about  f). 

Walsh  McDermott  writes  of  three  prime  iidlu- 
ences  responsible  for  these  notable  declines. 
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They  are  public  health  maneuvers,  designed  to 
sanitize  the  environment;  general  economic 
growth  generating  the  wealth  required  for  public 
health  program  implementation,  ie,  housing  with 
good  plumbing,  more  space,  and  less  crowding; 
and  primary  health  care  provided  by  physicians.'"^ 

From  the  mid- 19th  century  until  the  1930s,  the 
public  health  system,  aided  by  rising  prosperity, 
engineered  safe  water  supplies,  promoted  sani- 
tary practice,  and  taught  mothers  much  about 
proper  maternal  care  and  child  health.  In  this 
period,  death  rates  fell  primarily  because  of  re- 
duced exposure  to  microbial  agents  and  im- 
proved nutrition.  Fhe  first  opportunity  for  the 
personal  physician  to  have  a measurable  impact 
on  morbidity  and  mortality  came  in  1937  with  the 
introduction  of  sulfa  drugs,  and  again  ten  years 
later  with  the  appearance  of  effective  antituber- 
culosis agents.  Other  potent  anti-microbial  agents 
such  as  penicillin  soon  followed.  This  class  of 
drugs  contributed  greatly  to  declining  mortality 
through  the  1940s  and  into  the  next  decade. 

Fhe  current  decline,  which  began  in  the  late 
1960s,  has  a more  complex  set  of  determinants, 
including  medical  care  such  as  that  delivered  in 
the  coronarv  care  unit;  widespread  treatment  ol 
hypertension;  improved  health  practices  such  as 
less  dietary  fat,  less  smoking,  and  regular  exer- 
cise; and  early  detection  of  high-risk  pregnancies. 
.\lso  not  to  be  overlooked  is  the  improved  access 
to  medical  care  facilitated  by  passage  of  Medicare 
and  Medicaid.  Flow  much  each  factor  individual- 
ly or  collectively  has  contributed  to  this  trend  is 
not  clear. 

It  is  clear,  however,  that,  as  chronic  diseases 
replaced  infectious  diseases  as  the  principal 
causes  of  death,  death  rates  per  se  lost  much  of 
their  ability  to  estimate  the  burden  of  disease  in 
society.  During  the  early  part  of  the  century,  for 
example,  there  were  perhaps  twenty  to  thirty 
non-fatal  cases  of  tvphoid  for  every  death.  Under 
such  circumstances,  the  death  rate  reflected  the 
broad  impact  of  a given  disease  on  society.  The 
current  situation  is  different.  Prior  to  succumb- 
ing to  many  chronic  diseases,  we  live  with  them 
and  suffer  from  them  for  years.  There  are  others, 
notably  the  arthritic,  many  infectious,  and  the 
gastrointestinal  disorders,  which  cause  discom- 
fort but  rarely  kill.  For  these  problems  measure- 
ments other  than  death  rates  are  needed  to  deter- 
mine whether  health  care  is  helping  victims  of 
chronic  disease. 

In  Rhode  Island  we  have  an  unusually  rich, 
albeit  far  from  perfect,  data  base  with  which  to 
work.  It  includes  good  data  on  vital  statistics 


(birth  and  death),  three  statewide  health  inter- 
view surveys  (1972,  1975,  and  1980),  and  hospital 
discharge  data  dating  back  more  than  ten  years. 
All  health  records  are  coded  for  the  residential 
census  tract  of  the  individual,  a simple  but  power- 
ful maneuver  permitting  data  analysis  by  city  and 
town  and  by  socioeconomic  status.  There  also  are 
inventories  of  health  facilities  and  providers  and 
annual  statements  of  health  expenditures. 

Fable  1 outlines  how  these  disparate  data  sets 
can  be  integrated  to  produce  a profile  of  the 
health  of  Rhode  Islanders.  First  we  look  at  health 
outcomes  as  reflected  in  vital  statistics,  reported 
diseases,  household  surveys,  and  hospital  and 
nursing  home  data.  The  resources  available  to 
cope  with  these  problems  then  are  studied  in 
terms  of  professional  manpower,  facilities,  and 
source  and  use  of  funds.  We  also  monitor  air 
pollution,  water  quality,  and  the  prevalence  of 
liealthy  and  unhealthy  lifestyles. 

This  information  has  supplied  a critical  base 
for  the  development  and  promulgation  of  un- 
usually comprehensive  health  plans  by  the 
Statewide  Health  Coordinating  Council  in  1980 
and  1983.  Despite  the  many  strengths  and  uses  of 
the  data  base,  it  is  incapable  of  providing  much 
information  about  the  mounting  burden  of  dis- 
ability produced  by  chronic  disease  and  injury.  It 
is  even  less  capable  of  measuring  the  positive 
impact  of  health  services  on  disabilities.  For  ex- 
ample, in  the  management  of  an  insulin- 
dependent  diabetic  not  prone  to  acidosis,  it  would 
be  valuable  to  know  how  the  control  of  blood 
sugar  contributed  to  overall  well-being  in  con- 
trast to  or  in  concert  with  control  of  anxiety  about 
the  disease.  Physicians  commonly  assess  such 
function  and  the  relative  contribution  of  treat- 
ments in  a highly  informal,  unsystematic  way.  In 
view  of  the  vast  costs  involved,  it  seems  reasonable 
to  expect  understandable  statements  about  the 
impact  of  therapy  on  function. 

Preventing  Disease  and  Promoting  Health 

There  is  little  glamour  in  prevention.  It  carries 
none  of  the  excitement  or  intensitv  of  managing  a 
patient  in  shock  from  overwhelming  infection  or 
of  bypassing  clogged  coronary  arteries.  Yet  we 
celebrate  its  successes  as  a society,  notably  in  the 
realm  of  communicable  diseases,  ie,  smallj)ox, 
poliomyelitis,  tetanus,  measles,  typhoid  and 
tuberculosis.  With  the  1979  publication  of  the 
report  of  the  US  Surgeon  Cieneral,  “Healthy  Peo- 
ple,” we  in  Rhode  Island  made  commitments  to 
focus  new  preventive  efforts  in  the  fields  of  infant 
and  child  health,  immunization,  accidents,  sub- 
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TABLE  1 


Health  outcomes 

Live  births 

• reflects  patterns  of  fertility 
Infant  deaths 

• reflects  adequacy  of  prenatal  and  neonatal  care 
Spontaneous  abortion 

• reflects  adequacy  of  prenatal  care 
Induced  abortion 

• reflects  adequacy  of  family  planning 
Deaths  by  age,  gender,  cause,  occupation 

• reflects  productive  years  of  life  lost  and  why 
Disability* 

• reflects  functional  incapacity 
Morbidity 

• reflects  patterns  of  medical,  surgical,  and  psychiatric  dis- 
ease 

Health  risk  assessment 

• reflects  patterns  of  health  behavior 
Environmental  monitoring 

• reflects  deviations  from  standards  in 
Air  and  water  quality 

Food  and  food  service  establishments 
Workplace  hazards 
Household  hazards 

Resources 

• reflects  the  human  skills,  facilities,  and  equipment  deployed 
in  an  area;  shows  sources  and  uses  of  funding 

Manpower 

Physicians 

Nurses 

Allied  personnel 
Facilities  and  equipment 
Hospitals 
Nursing  homes 
HMOs 

Health  centers 
Emergency  vehicles 
Funds 
Sources 
Uses 

• Exact  criteria  for  measurement  not  available  and  additional 
research  needed 


stance  abuse,  stress,  chronic  vascular  disease,  and 
diseases  of  aging.'  I'liis  has  led  us  into  the  slip- 
pers territory  of  asking  jieople  to  modify  habits 
long  associated  with  pleasure,  ie,  smoking,  drink- 
ing, and  eating  well-marhled  steak,  and  pain,  ie, 
regular  vigorous  exercise.  We  human  beings 
have  been  slow  to  resjjond  to  the  cons  incing  evi- 
dence that  a variety  of  j^ractices  svill  adversely 
affect  our  health.  In  1960,  for  example,  43  per 
cent  of  men  and  25  j)er  cent  of  svomen  smoked, 
foday  about  30  per  cent  of  both  men  and  svomen 
smoke.  It  is  good  to  see  men  smoking  less,  u|)set- 
ting  to  see  svomen  smoking  more,  and  worrisome 


that  so  many  continue  this  practice.  It  is  notesvor- 
thv  that  physicians,  svho  are  regularly  involved 
svith  the  health  consequences  of  smoking,  have 
radically  changed  their  osvn  habits.  A continuing 
survey  of  Rhode  Island  physicians  from  1964  to 
the  present  shosvs  a decline  from  33  to  8 per 
cent.''  A major  research  challenge  is  hosv  to  per- 
suade the  general  public  as  physicians  have  con- 
vinced themselves. 

Why  do  people  resist  changing  their  habits? 
Economist  Victor  Fuchs  explores  some  interest- 
ing possibilities  in  a recent  article. In  discussing 
the  general  preference  for  the  present  versus  the 
future  and  the  uncertainty  of  f uture  benefits,  he 
notes,  “Health  promotion  typically  involves  in- 
curring a current  cost  in  exchange  for  the  chance 
of  some  future  benefit.”  In  the  case  of  smoking 
the  person  must  forego  not  only  the  pleasure,  but 
also  endure  the  pain  of  nicotine  withdrawal  in 
hopes  of  not  developing  lung  cancer  or  heart 
attack  at  an  indeterminate  time  in  the  future.  If 
the  internal  psychology  and  current  life  situation 
of  these  persons  projects  a rosy  future,  one  laden 
with  value,  they  are  more  likely  to  incur  the  cost 
of  quitting  for  a future  benefit  than  those  who  are 
depressed  or  living  in  grim  circumstances. 
Teenagers  seem  to  be  a special  case  as  they  com- 
monly seem  unaware  of  their  mortality.  In  the 
terminology  used  by  economists,  people  ha\e 
different  discount  rates  for  future  benefits.  Many 
have  relatively  high  rates,  a circumstance  which 
makes  the  present  value  of  a future  benefit  very 
low  indeed.  For  example,  consider  a $ 1 0,000  ben- 
efit which  will  occur  in  20  years.  At  a discount  rate 
of  7 per  cent,  its  present  value  is  $2,500.  At  a 
discount  rate  of  1 1 per  cent,  its  present  value  is  a 
mere  $1,250. 

Another  major  obstacle  in  the  way  of  health 
promotion  is  our  inability  to  portray  individual 
risk  accurately.  How  commonly  clinicians  hear 
the  statement,  “Uncle  Ed  smoked  two  packs  a day 
for  50  years  and  lived  to  be  90.”  It  is  true  that 
many  people  do  live  successfully  without  major 
penalty  from  bad  habits.  Such  individual  observa- 
tions make  people  reluctant  to  give  up  something 
of  clear  and  immediate  })leasure.  When  uncer- 
tainty is  high,  people  often  gamble  and  opt  for 
the  sure  pleasure  of  the  moment.  IT  reinfbice 
this  point  it  helps  to  look  at  what  psychologists  call 
the  basic  reference  gamble.  If  offered  a choice 
between  a guaranteed  gain  of  $500  and  an 
etjuivalent  gamble,  a 50  per  cent  chance  of  get- 
ting $1,00()  and  an  ecpial  chance  of  receixing 
nothing,  most  of  us  will  choose  the  certain  $500. 
As  the  Rhode  Island  I)ej)aitment  of  Health 
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vigorously  pursues  its  health  promotion  pro- 
grams, it  will  be  cognizant  of  these  issues  and 
search  for  improved  techniques  of  dealing  with 
time  preferences  and  risk  uncertainty. 

The  Department  will  also  continue  its  aggres- 
sive efforts  to  reduce  the  number  of  high-risk 
pregnancies  and  low  birth  weight  infants.  Success 
in  this  arena  will  reduce  substantially  the  number 
of  impaired  newborns,  a group  usually  requiring 
vast  resources  over  long  periods  to  deal  with  their 
very  difficult  problems.  New  resources  also  will 
be  sought  to  begin  a comprehensive  injury- 
control  program.  We  wish  to  include  various  ac- 
tivities already  under  way  in  public  and  private 
settings  and  to  monitor  the  impact  of  these  collec- 
tive efforts  on  the  occurrence  of  injuries  at  home, 
on  the  road,  at  work,  and  at  play. 

A final  point  merits  special  attention.  In  recent 
years,  advocates  of  health  promotion  and  disease 
prevention  activities  have  sold  their  programs  on 
the  premise  that  such  programs  will  control 
health  care  costs.  Indeed,  many  studies,  notably 
those  pertaining  to  the  preventable  childhood 
infections,  have  documented  this  proposition.' 
Prevention  activities  in  youth  and  middle  age, 
however,  commonly  augment  the  life  span,  thus 
exposing  the  person  to  the  risks,  disabilities,  and 
expenses  of  great  age.  Consequently,  expendi- 
tures, whether  for  medical  care  or  pensions,  are 
deferred  from  early  to  later  life.  The  net  savings 
to  society,  if  any,  will  not  be  as  dramatic  as  might 
appear  on  first  examination.^  It  is  important  to 
evaluate  the  cost  impact  of  each  preventive  in- 
tervention individually  as  some  are  likely  to  be 
much  more  effective  than  others.  Preventing 
measles,  an  automobile  fatality,  lung  cancer,  or 
delaying  a mvocardial  infarction  from  age  55  to 
70  are  notable  and  noble  accomplishments,  and 
their  value  lies  primarily  in  the  enhanced  quality 
and  longer  duration  of  life.  Cost  savings,  to  the 
degree  that  they  occur,  are  laudable  and  much 
appreciated  by  the  many  who  are  working  to  re- 
strain health  care  costs. 

Coping  with  Intractable  Disability 

A relatively  small  number  of  persons  require  a 
substantial  proportion  of  our  health  resources 
because  of  their  diseases  or  disabilities  which  are 
beyond  our  abilities  to  cure  or  restore  indepen- 
dent function.  What  function  they  achieve  re- 
quires massive  technical  and  professional  sup- 
port. Usually  skilled  care  is  needed  for  many 
years,  sometimes  for  a lifetime.  Representative 
problems  afflicting  the  newly-born,  the  old,  and 
the  socially  and  physically  injured  of  all  ages  in- 


clude developmental  disabilities  such  as  cerebral 
palsy  and  the  mental  retardation  and  physical 
malformations  of  Down’s  syndrome,  child  abuse 
syndromes,  the  quadriplegias  and  paraplegias, 
the  schizophrenias,  uncontrolled  malignancies, 
and  dementias.  The  terminally  ill  might  be  con- 
sidered a special  category. 

Two  sources  of  data  illustrate  this  phe- 
nomenon of  the  vast  resources  required  by  the 
proportionately  few.  According  to  Iglehart,  8.8 
per  cent  of  Medicare  beneficiaries  use  services 
accounting  for  70  per  cent  of  program  expendi- 
tures in  any  given  year.'*  At  the  opposite  extreme, 
39.8  per  cent  of  the  eligible  beneficiaries  receive 
no  Nledicare  payments.  During  the  three-year 
period  1979-1981,  one  Rhode  Island  hospital  uti- 
lization statistic  showed  that  6 per  cent  of  patients 
of  all  ages  had  a length  of  stay  greater  than  30 
days,  with  an  average  stay  of  49  days.  These  pa- 
tients accounted  for  28  per  cent  of  all  hospital 
days  during  this  period.  This  phenomenon 
apparently  is  not  being  examined  on  a regular 
basis  from  an  epidemiological  perspective.  It  is 
important  that  the  entities  meriting  such  scrutiny 
be  defined  to  encourage  an  understanding  of  the 
patterns  and  determinants  of  these  problems  and 
the  effectiveness  of  our  interventions.  We  must 
begin  to  ask  whether,  and,  to  what  degree,  treat- 
ments improve  function  as  the  first  step  in  dis- 
carding the  unworkable  and  in  developing  other 
solutions  through  research. 

Research  concerning  this  problem  is  clearly  in- 
dispensable. We  in  Rhode  Island  should  partici- 
pate in  these  endeavors,  but  only  under  carefully- 
constructed  research  protocols.  We,  as  well  as 
others,  cannot  afford  to  pursue  casually-framed 
and  incompletely-pursued  questions.  The  Rhode 
Island  Department  of  Health  looks  forward  to 
working  with  a broad  cross-section  of  the  com- 
munity in  improving  our  systems  and  methods  of 
care  for  children  with  developmental  disabilities, 
children  with  mental  health  problems,  and  elder- 
ly with  dementia  and  other  impairments. 

Dealing  with  Societal  Diseases 

In  discussing  the  determinants  of  disease,  noted 
epidemiologist  Brian  MacMahon  describes  the 
“web  of  causation,”  directing  attention  away  from 
the  simplistic  notion  of  a singular  cause  for  a 
disease  and  toward  the  concept  that  a complex  set 
of  factors  act  together  or  sequentially  to  produce 
a specific  dysfunction.'’ 

Social  factors  significantly  influence  a number 
of  diseases.  Such  factors  involve  how  we  relate  to 
one  another,  how  rich  or  poor  we  are,  and  what 


316 


Rhode  Island  Medical  Journal 


we  consider  acceptable  sexual  practices.  The  clas- 
sic “social”  diseases,  syphilis  and  gonorrhea,  have 
been  joined  in  recent  years  by  an  expanding 
number  of  sexually  transmitted  diseases,  includ- 
ing genital  herpes  infections,  chlamydial  infec- 
tions, acquired  immune  deficiency  syndrome 
(AIDS),  and  hepatitis  B.  While  causing  little  tissue 
damage  in  the  adult  victim,  herpes  produces  con- 
siderable psychological  distress  in  many  because 
of  its  recurrent  nature  and  a long-term  concern 
because  of  its  association  with  cervical  cancer. 
Chlamydial  infections,  on  the  other  hand,  often 
cause  a mild  or  asymptomatic  initial  infection,  but 
appear  to  be  responsible  for  increasing  infertility 
among  women,  ectopic  pregnancy,  and  perhaps 
spontaneous  abortion.  The  most  recently  defined 
disease,  AIDS,  is  devastating  and  usually  fatal  in  a 
few  years.  In  its  chronic  form,  hepatitis  B is  often 
debilitating  and  fatal  in  rare  cases.  The  spectrum 
of  sexually  transmitted  diseases  has  broadened 
with  more  and  more  of  our  citizens  being 
affected.  The  latest  Centers  for  Disease  Control 
estimates  indicate  ten  million  adolescents  and 
young  adults  are  infected  each  year.' 

Other  societal  health  problems  include  un- 
wanted pregnancy  with  attendant  induced  abor- 
tion, substance  abuse,  and  personal  violence.  The 
statistics  of  unwanted  pregnancy  jDaint  a wither- 
ing and  disturbing  picture.  In  1982  about  19,000 
Rhode  Island  women  became  pregnant,  and 
nearly  one-third  of  these  pregnancies  were  ter- 
minated by  abortion.  Unmarried  teenage  girls 
accounted  for  nearly  30  per  cent  of  all  abortions.^ 
Such  figures  provide  their  own  commentary. 

The  epidemic  of  alcohol  and  drug  abuse  has 
received  widespread  attention  throughout  the 
nation  and  the  state.  We  must  contend  with  the 
inability  of  addicts  to  perform  at  home  and  work. 
We  must  suffer  from  the  crimes  they  commit.  We 
must  pay  for  the  traumatic  injuries  they  sustain  or 
cause  in  others  as  a result  of  slowed  reflexes.  We 
must  pay  for  the  diseases  they  contract  from  their 
bad  habits,  such  as  hepatitis,  cirrhosis,  AIDS,  en- 
docarditis, intestinal  hemorrhage,  and  others. 

The  consequences  of  personal  violence  — mur- 
der, rape,  and  abuse  of  spouses,  children,  and  the 
elderly  — are  receiving  increasing  attention  f rom 
health  professionals.  Until  recently,  these  prob- 
lems were  largely  in  the  j^rovince  of  the  criminal 
justice  system.  It  is  proper  that  a public  health 
perspective  be  introduced  with  the  hope  that  in- 
sights will  emerge  which  will  assist  us  in  contain- 
ing and  reducing  these  most  unfortunate  e\ents. 

Because  the  societal  diseases  have  deejj  cultural 
roots  of  considerable  complexity,  it  would  be 


naive  to  expect  any  short-term  solution.  As  a con- 
certed effort  is  clearly  rec]uired,  no  single  agency, 
public  or  private,  can  manage  these  problems 
alone.  The  Rhode  Island  Department  of  Health 
has  primary  responsibility  for  education  and  fol- 
low-up in  the  realm  of  sexually  transmitted  dis- 
eases. The  department  also  plays  a central  njle  in 
interdicting  illicit  drug  traffic  and  educating  the 
public  as  to  the  consequences  of  drug  abuse. 
Modest  efforts  are  under  way  in  family  planning 
counseling.  In  addition  to  these  specific  pro- 
grams, the  department  is  anxious  to  work  with 
other  state  agencies  and  private  institutions  as 
solutions  for  these  formidable  problems  are 
sought. 

Assessing  Environmental  Hazards 

Environmental  degradation  and  pollution,  espe- 
cially chemical  pollution  of  air  and  water,  is  of 
mounting  public  concern  because  of  the  potential 
danger  to  human  health  and  the  compromise  or 
outright  destruction  of  many  ecosystems.  The 
volume  of  materials  spewed  into  the  air,  pumped 
into  the  water,  or  dropped  into  land  pits  is  almost 
beyond  our  ability  to  measure.  Fortunately,  we 
are  directing  much  attention  to  defining  these 
problems  and  looking  for  solutions.  These  activi- 
ties, as  a by-product,  have  provoked  much  anxie- 
ty about  potential  adverse  health  effects,  a con- 
cern which  Lewis  Thomas  believes  to  be  exces- 
sive: 

Fear  of  malign  influences  in  our  environment  is  so  widespread 
today  that  it  amounts  to  mass  hypochondriasis,  despite  reliable 
statistics  telling  us  that  we  live  longer  and  in  a generally  health- 
ier state  than  any  generation  of  human  beings  before  our  time. 
The  presence  of  any  trace  of  dioxin,  insecticide,  radiation  (even 
background  radiation),  food  additives,  or  even  a foreign  smell  is 
taken  as  an  omen  of  death  and  treated  as  such  by  the  press  and 
television. 

fhere  is  little  doubt  that  our  newly  found  abil- 
ity to  measure  small  traces  of  chemicals  has  un- 
covered aspects  of  “contamination”  which  may 
have  existed  for  generations,  \’et  not  all  of  the 
anxiety  should  be  discounted.  .Some  of  it  is  de- 
served, as  in  the  case  of  asbestos,  lead,  or  vinyl 
chloride  exposure.  Part  of  the  problem  has  re- 
sulted from  our  technical  ability  to  measure  in- 
finistesimal  quantities  of  substances.  We  can 
readily  measure  parts  per  billion,  the  e(|uivalent 
of  one  drop  in  20,0()()  gallons  or  1 inch  in  lb, 000 
miles,  and  j^arts  per  trillion  and  beyond  are  now 
being  reported  by  laboratot  ies.  Our  inter jfreta- 
tive  capacity  to  make  sense  of  such  data,  however, 
has  lagged  l)ehind  out  ability  to  produce  accurate 
data  in  the  laboratory.  Because  professionals 


317 


July,  198."i  — Vol.  68 


have  difficulty  evaluating  the  potential  risk  of  a 
given  exposure,  it  is  qtiite  common  to  see  two 
groups  reaching  quite  clifferent  conclusions  from 
the  same  experimental  evidence.  Such  disagree- 
ment is  unsettling  to  the  public.  Moreover,  the 
public  appears  commonly  to  perceive  these  en- 
vironmental hazards  in  absolute  terms  — either 
you  are  or  are  not  exposed.  It  is  not  generally 
recognized  that  quantitative  gradations  of  expo- 
sure carry  varying  risks,  from  nil  to  substantial, 
associated  with  each  category  of  exposure. 

Two  major  sources  of  evidence,  epidemiologic 
studies  and  animal  models,  are  used  to  ascertain 
risks.  Epidemiologic  studies  examine  the  human 
experience  and  contrast  the  risk  of  cancer  or 
some  other  disease  between  exposed  and  unex- 
posed poptilations.  Such  studies  are  commonly 
not  available,  or,  if  done,  are  frec|uently  flawed  by 
serious  methodologic  errors.  Rats  and  mice  serve 
as  the  usual  animal  models.  After  exposure  to 
high  concentrations  of  the  suspect  chemical,  they 
are  observed  for  the  appearance  of  tumors  and 
other  diseases.  If  a problem  occurs,  the  data  are 
extrapolated  to  human  subjects  and  an  estimate 
of  risk  for  man  provided.  Because  such  proce- 
dures require  a number  of  assumptions,  some  of 
which  may  be  tjuite  wrong,  the  estimate  of  risk  to 
man  is  clouded  by  much  uncertainty.  This  ambi- 
guity leaves  policy  makers  qtiite  vulnerable  to 
making  an  incorrect  decision.  To  help  with  this 
problem,  the  methods  of  decision  analysis  are 
being  increasingly  applied.  This  technic|ue  ex- 
plicitly recognizes  the  inherent  tmcertainty  which 
surrounds  manv  decisions  and  provides  some 
logical  procedures  to  cope  with  it." 

The  Rhode  Island  Department  of  Health  must 
expand  its  capacity  to  assess  environmental 
hazards  and  to  present  clear  public  statements 
which  place  potential  risks  into  an  understand- 
able frame  of  reference.  Toward  this  end,  the 
Department  has  established  a task  force  on  en- 
vironmental hazards  to  monitor  departmental 
projects  and  coordinate  our  efforts  with  those  of 
the  Department  of  Environmental  Management 
and  other  concerned  groups.  Ehis  effort  is  newly 
under  way  and  must  be  expanded  before  its  mis- 
sion can  be  fulfilled. 

Addressing  Ethical  Issues 

The  technology  at  our  disposal  is  commonlv  in- 
vested with  moral  attributes.  We  frequently  hear 
that  this  is  a good  machine  or  a bad  technique. 
I he  machine  or  technicjue  per  se  carries  no  moral 
imperative,  but  rather  the  application  of  technol- 
ogy in  a given  set  of  circumstances.  This  is  espe- 


cially true  for  hopelessly  ill  or  severely  demented 
patients  where  there  are  powerful  ethical  impera- 
tives to  use,  not  to  use,  or  to  withdraw  technolog- 
ical interventions.  The  ambiguities  and  dilemmas 
laced  by  all  those  involved  in  or  touched  by  such 
decisions  are  receiving  widespread  discussion, 
some  harsh  and  polarizing,  others  refreshing  and 
enlightening.  In  the  latter  category,  notable  con- 
tributions have  come  from  the  President’s  Com- 
mission for  the  Study  of  Ethical  Problems  in 
Medicine  and  Biomedical  and  Behavioral  Re- 
search, the  Hastings  Institute,  and  most  recently 
Irom  a paper  by  a concerned  group  of  physicians 
which  was  published  in  the  New  England  Journal  of 
Medicine: 

Basic  to  our  considerations  are  two  important  precepts,  the 
patient's  role  in  decision-making  is  paramount,  and  a decrease 
in  aggressive  treatment  of  hopelessly  ill  patients  is  advisable 
when  such  treatment  would  onlv  prolong  a difficult  and  un- 
comfortable process  of  dying. 

The  physicians  also  note: 

Severely  and  irreversibly  demented  patients  need  only  care 
given  to  make  them  comfortable.  If  such  a patient  rejects  food 
and  water  by  mouth,  it  is  ethically  permissible  to  withhold 
nutrition  and  hydration  artificially  administered  by  vein  or 
gastric  tube.  It  is  ethicallv  appropriate  nt)t  to  treat  intercurreni 
illness  except  with  measures  required  for  comfort  (ie,  antibi- 
otics for  pneumonia  can  be  withheld).  For  this  category  of 
patients,  it  is  best  if  decisions  about  the  handling  of  intercurrent 
illness  are  made  prospectively,  belore  the  onset  of  an  acute 
illness  or  threat  to  life.  The  physician  must  always  bear  in  mind 
that  senseless  perpetuation  of  the  status  quo  is  decision  bv 

default. ‘2 

One  key  message  is  that  crucial  decisions  must 
be  made  in  advance  of  serious  disease  or  injury 
and  communicated  to  family,  clergy,  physicians, 
and  attorneys.  To  accomplish  this,  the  discussion 
of  these  issues  must  be  broadened  and  carried  to 
as  many  people  as  possible.  While  there  will  be  no 
final  solution  or  list  of  rules  to  guide  us,  explicit 
discussion  in  manv  forums  should  assist  patients, 
physicians,  nurses,  family,  and  clergy  with  antic- 
ipating how  much  technologic  intervention  the 
individual  may  desire  in  case  of  extreme  illness. 
The  Rhode  Island  Department  of  Health  intends 
to  foster  such  discussion  c|uietly  and  without  pre- 
sumption as  to  the  rightness  or  wrongness  of  any 
point  of  view. 

Promoting  Access  at  Reasonable  Cost 

The  health  care  enterprise  is  a rich  amalgam  of 
human  concern,  talent,  and  technical  innovation, 
and,  with  few  exceptions,  its  services  have  become 
available  to  all.  It  has,  however,  absorbed  a 
mushrooming  proportion  of  the  national  in- 
come, a trend  which  — at  the  present  rate  — will 
push  expenditures  to  one  trillion  dollars  in  1990 
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and  claim  perhaps  12  per  cent  of  the  gross  nation- 
al product.  Such  resource  consumption,  even  on 
something  as  valued  as  health  care,  is  beginning 
to  collide  with  other  societal  needs  and  wants. 
This  phenomenon  of  competion  for  resources  is 
at  the  core  of  the  health  cost  crisis. 

Attitudes  have  certainly  changed.  In  1945, 
President  Truman,  in  advocating  a program  of 
national  health  insurance,  noted  that  medical  ser- 
vices then  absorbed  only  four  per  cent  of  the 
national  income:  “We  can  afford  to  spend  more.” 
And  spend  more  we  did.  Indeed,  through  a wide 
range  of  public  and  private  initiatives,  the  nation 
has  developed  an  unusually  comprehensive  array 
of  services. 

Expanding  insurance  funds  fueled  a robust 
and  energetic  system  which  has  become  accessible 
to  most  of  our  citizens.  The  success  of  reimburse- 
ment mechanisms,  designed  to  insulate  patients, 
physicians,  and  hospitals  from  concerns  about 
costs,  has  contributed  directly  to  the  explosive 
expansion  of  health  expenditures.  Although  gov- 
ernment agencies  and  private  health  insurers  for 
years  have  felt  relentless  budgetary  pressure,  in 
my  judgment,  the  general  public  has  not  per- 
ceived a cost  crisis  until  recently.  More  and  more 
individuals  and  corporations  are  feeling  the 
pinch.  Many  business  coalitions  have  come 
together  to  address  the  cost  problem  as  state  legis- 
lators and  Congress  seek  ways  to  set  a limit  on 
expenditures.  Given  the  vastness  and  complexity 
of  the  health  care  system,  it  is  not  clear  how  such 
initiatives  as  diagnostic-related  groups  and  the 
“capital  cap”  law  in  Rhode  Island  will  work.  It 
seems  very  unlikely,  however,  that  the  concerns 
behind  the  various  legislative  initiatives  will  dis- 
appear in  the  near  future. 

In  the  midst  of  all  these  efforts,  there  is  the 
enormously  counterproductive  practice  of  “cost 
shifting,”  the  attempt  by  one  payment  source  to 
transfer  some  of  its  costs  to  another.  A variation 
on  this  theme  occurs  when  one  jjayer  suggests 
another  is  a preferred  method  to  finance  a new 
program.  In  Rhode  Island  there  are  sources  of 
funds  for  health  care  services,  including  blue 
(Iross  and  Blue  .Shield,  Medicaid,  Medicare,  and 
Catastrophic  Health  Insurance  Program  (CHIP). 
While  the  first  three  are  very  large,  the  last  is 
comparatively  mitiuscide.  Each  has  differing 
lines  of  accountability  with  some  overlap.  Blue 
Cross  and  Blue  .Shield  must  resjjond  to  its  pur- 
chasers, which  constitute  most  of  the  businesses 
in  the  state;  Medicare  to  Congress;  Medicaid  to 
state  legislatures  and  Congress;  and  (4 UP  to  the 
Rhode  Island  (ieneral  .\ssemblv.  Individual  out- 


of-pocket  expense  is  an  important,  but  frequently 
overlooked,  component.  Indeed,  individuals  pay 
directly  for  almost  22  per  cent  of  all  services, 
primarily  for  office  medical  visits,  medications, 
and  dental  care.  Nearly  50  per  cent  of  nursing 
home  care  is  an  out-of-pocket  expense  in  a given 
year. 

This  situation  leads  to  parochial  programmatic 
concerns  — the  viewpoint  that  my  problems  are 
mine  and  yours  are  yours  — and  commonly 
blocks  a comprehensive  view  of  the  entire  ex- 
penditure pie.  Congress  is  pleased,  as  an  exam- 
ple, if  the  Health  Care  Financing  Administration 
shifts  Medicare  costs  to  Blue  Cross,  to  individtials 
directly,  or  to  both,  as  long  as  the  Medicare  line 
item  budget  figure  is  contained.  In  the  process, 
however,  the  aggregate  costs  of  health  care  may 
be  accelerating  faster  than  ever  before.  Wliile  the 
example  may  be  simplistic,  the  dynamic  does 
occur.  I have  personally  experienced  it  over  the 
issue  of  who  should  pay  for  organ  transplants. 
We  currently  are  seeing  a reenactment  over  the 
issue  of  paying  costs  incurred  by  the  victims  of 
Alzheimer’s  disease.  Can  a unified  system  of  fi- 
nance in  the  form  of  national  health  insurance 
lead  us  out  of  this  contindrtim?  While  I have  not 
resolved  this  question  personally,  we  must  renew 
and  extend  our  thinking  about  this  issue.  In  the 
interim,  when  circumstances  force  us  to  deal 
from  a parochial  perspective,  we  mtist  be  mindful 
to  contrast  the  narrow  view  with  the  full  pano- 
rama. 

What  will  c|uell  the  voices  of  those  concerned 
about  health  costs?  Spending  less  is  a simplistic 
answer,  and,  if  actually  implemented,  potentially 
could  damage  the  range  and  quality  of  services.  If 
medical  costs  were  to  increase  at  a rate  closer  to 
that  of  the  general  economy,  I suspect  much  of 
the  sting  imposed  by  health  costs  would  abate  in  a 
few  years.  Eo  attain  such  a goal  is  a large  order  in 
face  of  a rapidly  aging  pcjpulation  and  the  de- 
ployment of  increasinglv  expensive  technology. 
While  great  energv  must  be  dedicated  toward  this 
goal,  I will  state  now,  and  at  every  future  opjjor- 
tunity,  that  cost  control  will  never  be  a singidar 
focus  of  the  Rhode  Island  Dejjartment  of  Health. 
The  Department  must  carefidly  evaluate  the 
health  status  of  our  people.  It  also  must  monitor 
the  accessibility  to  and  (juality  of  the  health  ser- 
vices offered  to  our  citizens.  In  the  current  cli- 
mate, there  is  a risk  that  new  cost  contiol  pro- 
grams may  hurt  many.  .Should  such  trends  occur, 
the  Department  will  publicize  them  and  promote 
discussion  of  how  best  to  deal  with  them. 

In  this  complex  and  increasinglv  tense  em  iron- 
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ment,  the  planning,  licensure,  and  certificate-of- 
need  programs  of  the  Department  face  several 
major  challenges.  Among  these  are:  (1)  the 
orderlv  and  timely  introduction  of  new  technolo- 
gies; (2)  the  discriminating  use  of  current  and 
future  technologies;  (3)  the  increasing  threat  of 
malpractice,  which  promotes  a climate  of  defen- 
sive medical  practice  and  its  attendant  excessive 
use  of  tests  and  procedures;  (4)  the  growing  num- 
bers of  physicians,  nurses,  and  other  health  pro- 
fessionals, which  encourages  inter-  and  intra- 
professional  competition  for  diagnostic  and  ther- 
apeutic prerogatives;  and  (5)  the  imbalance  in 
medical  fees  with  too  much  for  procedures  and 
too  little  for  cognitive  services. 

Conclusion 

I have  discussed  a method  of  categorizing  the 
problems  which  face  a health  department  in 
1985.  It  has  helped  me  give  some  sense  of  order 
to  the  many  and  diverse  issues  facing  us  today.  It 
also  has  helped  me  specif  y the  nature  of  some  of 
the  problems.  I have  deliberately  avoided  rank- 
ing one  concern  above  another.  All  elements  are 
important  and  all  must  receive  attention.  Several 
factors,  whether  biological,  social,  or  political,  will 
influence  the  intensitv  of  effort  aimed  at  a given 
problem  at  a given  time. 


I look  forward  to  working  with  people  from  all 
walks  of  life  who  are  interested  in  these  issues, 
committed  to  keeping  people  well  for  as  long  as 
possible,  and  concerned  about  relieving  the  suf- 
fering imposed  bv  disease. 
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Public  health  officials  should  be  provided  with 
the  legal  means  to  confine  non-cooperative  spu- 
tum-positive tuberculosis  patients  at  public  ex- 
pense, according  to  a consensus  report  published 
in  the  April  1 985  issue  of  the  Archives  of  Medicine. 
Developed  by  a national  conference  sponsored  by 
the  National  Institutes  of  Health,  the  report  iden- 
tifies high-risk  groups,  including  newly-arrived 
immigrants,  nursing  home  residents,  and  nurs- 
ing home  and  hospital  employees.  It  recom- 
mends continued  surveillance  of  these  groups, 
but  suggests  that  surveillance  of  the  general  com- 
munity should  be  discontinued,  including  chest 
x-ray  film  screening  programs.  The  treatment  of 
choice  is  a nine-month  regimen  of  isoniazid  and 
rifampin,  supplemented  by  ethambutol,  strep- 
tomycin sulfate,  or  pyrazinamide. 

• • • 

Multiple  biopsies  of  pancreatic  tumors  increase 
the  risk  of  rapid  intra-abdominal  spread  of 
tumor,  researchers  from  the  Thomas  Jefferson 
Lniversity  Hospital  in  Philadelphia  report  in  the 
April  1985  issue  of  Archives  of  Surgery.  Doctor 
Stephen  M.  Weiss  and  his  colleagues  reviewed  62 
patients  with  pancreatic  cancer  undergoing  re- 
peat laparotomy  to  identify  the  risk  factors  associ- 
ated with  metastases.  It  was  found  that  patients 
who  underwent  two  or  more  operative  biopsy 
procedures  were  at  a “markedly  increased  risk  of 
developing  intra-abdominal  tumor  seeding.” 
Among  the  alternative  diagnostic  procedures  re- 
commended by  the  researchers  is  percutaneous 
line-needle  aspiration  biopsy  suj^plemented  by 
computed  tomograjjhv. 

• • • 

I he  American  Medical  Association  has  signed  an 
exclusive  contract  with  Mead  Data  Central  to 
make  the  ten  AMA  clinical  journals  available  to 
full-text  computer-assisted  search  and  retrieval 
in  .MhDIS®,  a new  medical  information  seivice 
offered  by  .Mead  Data,  fhe  companv  alreadv 
of  fers  a legal  information  service  and  a news  and 
business  (lata  program. 

MF.Dl.S  contains  the  full  text  of  more  than  50 
clinical  journals,  newsletters,  and  textbooks 
covering  surgei  y,  cardiology,  oncology,  i heuma- 
(Conlmued  on  page  327) 
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re»ha*bil*i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medical/ 
surgical  capabilities  of  a full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area. 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  uTite  to:  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 


At  Newport  Hospital 

Fnendship  St..  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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SPECIAL  REPORT 


Inside  the  Rhode  Island  Department  of  Health 


The  Rhode  Island  Board  of  Health,  predeces- 
sor of  the  Department  of  Health,  was  established 
by  the  General  Assembly  in  1878,  with  the  Rhode 
Island  Medical  Society  playing  a pivotal  role  in  its 
creation.  Some  of  the  most  important  duties  of 
the  fledgling  Board  related  to  problems  of  sanita- 
tion, food  quality,  and  animal  diseases.  Its  origi- 
nal mandate  was  “to  investigate  causes  of  disease, 
especially  of  epidemics  and  endemics  among  the 
people,  sources  of  mortality,  effects  of  localities, 
employments,  conditions,  and  circumstances  on 
the  public  health.”  Over  the  years,  the  role  of  the 
Department  of  Health  has  expanded  and  grown 
more  complex,  encompassing  such  responsibili- 
ties as  the  control  of  infectious  diseases  and,  more 
recently,  the  promotion  of  healthy  “lifestyle” 
strategies  and  health  system  planning.  Its  basic 
purpose,  however,  has  remained  the  same:  to 
protect  the  health  of  the  public. 

The  following  briefly  describes  the  functions  of 
the  various  divisions  and  offices  within  the  Rhode 
Island  Department  of  Health: 

Preventive  Medicine 

Division  of  Dental  Health:  Provides  preventive  and 
therapeutic  dental  care  for  school  children  in 
selected  communities.  Subsidizes  treatment  for 
preschoolers  and  ambulatory  mentally-retarded 
children  at  the  Samuels  Dental  Center,  Rhode 
Island  Hospital.  Sponsors  an  oral  cancer  detec- 
tion program  for  adults  and  dental  education 
programs  f(jr  the  public  and  the  profession.  277- 
2588. 

Division  of  Disease  Control:  W ith  the  assistance  of 
“sentinel  physicians”  throughout  the  state,  de- 
tects and  controls  communicable  diseases.  Con- 
ducts programs  related  to  childhood  immuniza- 
tion, sexually-transmitted  diseases,  childhood 
lead  poisoning,  diabetes,  and  tuberculosis.  Con- 
(lucts  surveillance  and  investigation  of  occupa- 
tionally-related diseases.  Coordinates  health 
screening  of  Indochinese  ref  ugees.  Provides  con- 
sultative services  to  health  professionals  and  the 


public  on  such  matters  as  nosocomial  infection 
control,  hepatitis  control,  suspected  rabies,  and 
health  precautions  for  international  travel. 
Serves  as  a source  for  vellow  fever  vaccination. 
277-2362. 

Division  of  Family  Health:  Monitors  the  health  sta- 
tus of  mothers  and  children.  Supports  programs 
to  prevent,  detect,  and  manage  important  public 
health  problems  in  this  population,  including 
those  designed  to  improve  pregnancy  outcome 
(prenatal,  perinatal,  and  family  planning  pro- 
grams); strengthen  preventive  care  of  children 
(pediatric,  home  health,  and  public  education 
programs);  and  improve  the  care  of  handicapped 
children  (cardiac,  orthopedic,  mental  retarda- 
tion, and  other  programs).  277-2312 

Office  of  Nutrition  Sen'ices:  Conducts  various  pro- 
grams designed  to  promote  adoption  of  healthier 
dietary  habits,  to  address  the  needs  of  those 
known  to  be  at  risk  of  malnutrition  or  nutrition- 
related  illness,  and  to  help  safeguard  the  quality 
of  the  food  supply.  Operates  a toll-free  “nutrition 
hotline”  as  part  of  a Nutrition  Information  Cen- 
ter to  serve  health  providers  and  the  public.  277- 
2309 

Health  Planning  and  Development 

Office  of  Data  Evaluation:  Uses  health  data  to 

monitor  the  public  health  and  to  assist  in  the 
planning  and  evaluation  of  health  programs.  Ciol- 
lects  and  disseminates  information  about  the 
health  status  and  medical  care  of  Rhode  Is- 
landers, health  costs,  and  related  topics.  277- 
2550 

Division  of  Emergency  Medical  Sen’ices:  Coordinates 
the  rescue  and  disaster  control  services  in  Rhode 
Island.  .Administers  training  for  emergency 
medical  personnel  in  local  communities.  Licenses 
lescue  workers  and  vehicles.  Supports  com- 
munication networks  linking  rescue  vehicles  to 
hospital  emergency  rooms.  Conducts  mock  disas- 
ter drills.  277-2401 
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Division  of  Facilities  Regulation:  Ensures  the  quality 
of  patient  care  in  various  health  care  facilities. 
Conducts  inspections,  including  patient  inter- 
views and  re\  iews  of  medical  records,  to  \ erify 
the  continued  need  for  nursing  home  care  for 
Medicaid  patients.  Reviews  various  medical  ser- 
vices, such  as  those  provided  by  home  health 
agencies  and  ambulatory  surgical  centers,  to  cer- 
tify their  eligibility  for  reimbursement  under 
Medicare  and  Medicaid.  Monitors  the  quality  of 
care  provided  by  health  maintenance  organiza- 
tions and  certifies  certain  health  providers  (eg, 
physical  therapists,  chiropractors)  for  Medicare 
reimbursement.  Conducts  education  programs 
for  nursing  home  officials  and  other  health  pro- 
fessionals. 277-2566 

Office  of  Health  System  Planning:  Studies  the  health 
care  system  in  Rhode  Island  to  identifv  problems 
and  recommend  solutions.  Serves  as  staff  to  the 
Statewide  Health  Coordinating  Council  (SHCC) 
and  fosters  public  participation  bv  health  care 
providers,  consumers,  and  purchasers  in  de- 
veloping a state  health  plan  to  provide  Rhode 
Islanders  with  “equal  access  to  cjuality  health  care 
at  a reasonable  cost.”  Recommends  annual  imple- 
mentation plans  to  achieve  those  objectives.  277- 
2901 

Off  ice  of  Health  Promotion:  Develops  strategies  and 
materials  to  encourage  Rhode  Islanders  to  adopt 
healthier  living  habits.  Conducts  various  health 
education  programs  in  cooperation  with  local 
school  departments.  Sponsors  “Wellness  Check,” 
a computerized  health  screening  assessment 
program.  Works  with  various  public  and  private 
agencies  on  public  awareness  campaigns  related 
to  various  lifestvle  issues  (eg,  cigarette  smoking, 
fitness).  Produces  various  printed  materials  avail- 
able on  request,  .\dministers  departmental  li- 
brarv,  graphics,  and  public  information  services. 
277-6957 

Division  of  Medical  Care  Standards:  Administers  the 
“certificate-of-need”  (CON)  program  designed 
to  prevent  unnecessary  diq^lication  of  expensive 
medical  services,  facilities,  and  equipment. 
-Analyzes  plans  and  CON  applications  bv  hospi- 
tals and  other  health  care  facilities.  Staffs  the 
Regulatory  Committee  of  the  Statewide  Health 
Coordinating  Council  (SHCC)  and  the  Rhode  Is- 
land Health  Services  Council,  which  functions  as 
the  official  advisor  to  the  Director  on  CON- 
related  issues.  277-2788 


Office  of  Special  Projects:  Develops  new  health  in- 
itiatives in  response  to  changing  community 
needs,  new  legislative  mandates,  and,  in  accord- 
ance with  the  availability  of  local  and  federal 
funds,  to  meet  health  requirements  in  the  state. 
277-2786 


Community  Health  Services 

Division  of  Drug  Control:  Acts  to  prevent  the  illegal 
production  and  use  of  drugs  in  the  state.  Works 
with  federal  agencies  to  ensure  the  safetv  and 
effectiveness  of  medications.  Enforces  drug  laws 
with  related  federal  and  local  agencies.  Conducts 
“duplicate  prescription”  program  in  cooperation 
with  Rhode  Island  physicians  to  prevent  the  mis- 
use of  prescription  drugs.  Licenses  pharmacies, 
mamdacturers,  and  dealers  in  medications.  Tests 
and  registers  pharmacists.  Trains  local  police  in 
enforcing  drunk  driving  laws.  277-2837 

Division  of  Food  Protection  and  Sanitation:  Works  to 
prevent  public  health  hazards  in  food  and  dairy 
products.  Inspects  food  and  dairy  establishments 
(restaurants,  cafeterias,  and  food  processing 
plants)  routinely  and  based  on  consumer  com- 
plaints. W ith  local  agencies,  works  toward  elim- 
ination of  sanitation  problems  threatening  public 
health.  277-2750 

Office  of  Health  Engineering:  Works  with  various 
governmental  and  private  agencies  in  resolving 
environmental  problems  affecting  public  health. 
Coordinates  protection  of  private  drinking  water 
wells  near  hazardous  waste  disposal  sites.  277- 
6867 

Division  of  Occupational  Health  and  Radiation  Con- 
trol: Protects  Rhode  Islanders  from  occupational- 
ly-related health  and  safety  dangers  and  radia- 
tion hazards.  Conducts  inspections  at  worksites 
and  facilities,  such  as  hospitals  and  dental  of  fices, 
using  x-ray  equipment.  Offers  free  confidential 
consultation  service  to  emplovers  and  education- 
al programs  for  employees.  277-2438 

Division  of  Water  Supply:  Routinely  inspects  and 
tests  public  drinking  water  supplies  and  advises 
community  officials  in  treatment  procedures. 
Monitors  water  quality  in  public  swimming  pools. 
277-6867 . 


Management  Services 

Division  of  Data  and  Methods:  Coordinates  all 
aspects  of  internal  data  processing  operations, 
including  purchase  of  equipment  and  software. 
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systems  design,  implementation,  training,  con- 
sultation, and  programming.  277-2442 

Division  of  Management  Sen’ices:  Conducts  fiscal 
management  of  the  Department.  Administers 
personnel,  payroll,  and  purchasing  services. 
Operates  departmental  print  shop.  277-2228 

Division  of  Professional  Regulation:  Conducts 
licensing  examinations  of  various  health  provid- 
ers (eg,  physicians,  nurses,  and  dentists)  and 
issues  licenses  to  qualified  applicants.  Investi- 
gates complaints  directed  at  professionals  reg- 
ulated by  the  Division  and  suspends  or  revokes 
licenses  if  such  action  is  appropriate.  Enforces 
regulations  governing  admission  to  these  profes- 
sions and  practice  within  the  professions.  277- 
2827 

Division  of  Vital  Statistics:  Maintains  the  vital  statis- 
tics system  of  the  state.  With  the  assistance  of 
physicians  and  other  health  professionals,  col- 
lects, analyzes,  and  reports  clata  pertaining  to 
births,  deaths,  marriages,  divorces,  and  various 
health-related  statistics.  Issues  official  copies  of 
vital  records.  277-2827 

Office  of  Preventive  Xutrition  (WIC):  Provides 
nutritious  foods  and  nutrition  education  to  preg- 
nant, postpartum,  and  breastfeeding  women, 
and  to  infants  and  young  children  from  families 
with  inadequate  income.  The  program  is  admin- 
istered through  health  centers  and  selected  hos- 
pitals with  clients  generally  referred  by  physi- 
cians and  other  health  professionals.  277-3940 

Other  Services 

Office  of  Adjudication:  Conducts  administrative 
hearings  and  renders  decisions  in  cases  involving 


alleged  violations  of  statutes  and  regulations  per- 
taining to  departmental  programs.  277-2231 

Office  of  Community-Legislative  Liaison:  Works  with 
communitv  and  legislative  leaders  in  promoting 
public  understanding  of  health  issues  and  initia- 
tives directed  at  improving  the  quality  and  acces- 
sibility of  health  care.  277-2231. 

Division  of  Laboratories:  Provides  a comprehensive 
range  of  laboratory  tests  on  matters  related  to 
public  health,  environmental  protection,  and  law 
enforcement.  Operates  laboratories  dealing  with 
air  pollution,  biochemistrv,  food  chemistrv,  occu- 
pational health,  pesticides,  water  chemistry,  di- 
agnostic microbiologv,  sanitarv  microbiologv, 
serologv,  animal  toxicologv,  human  toxicologv, 
and  law  enforcement.  Monitors  and  licenses  pri- 
vate clinical  laboratories.  274-1011 

Division  of  Legal  Sen’ices:  Provides  legal  counsel  to 
the  Director  and  other  department  officials.  Rep- 
resents the  department  in  legal  proceedings  and 
administrative  hearings.  277-2137 

Office  of  the  State  Medical  Examiner:  Investigates 
known  or  suspected  homicides  and  suicides, 
deaths  associated  with  accidental  causes,  un- 
attended deaths,  and  deaths  that  signal  the  threat 
of  an  epidemic  or  danger  to  the  public  health  and 
safety.  Provides  expert  forensic  pathology  testi- 
mony in  criminal  cases.  274-1333 

More  detailed  information  concerning  depart- 
mental services  and  functions  is  included  in  the 
Health  Sen’ices  Handbook,  available  at  no  charge 
from  the  Rhode  Island  Department  of  Elealth 
(277-2786). 
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(Continued  from  page  321) 

tology,  psychiatry,  pediatrics,  hematology,  public 
health,  and  general  and  internal  medicine.  The 
AMA  publications  now  available  in  MEDIS  in- 
clude JAMA,  American  Journal  of  Diseases  of  Chil- 
dren, Archives  of  Dermatology,  Archives  of  General 
Psychiatry,  Archives  of  Internal  Medicine,  Archives  of 
Neurology,  Archives  of  Ophthalmology,  Archives  of 
Otolaryngology,  Archives  of  Pathology  and  Laboratory 
Medicine,  and  Archives  of  Surgery. 

Information  in  the  database  can  be  easily 
found,  scanned  or  read,  and  printed  out  on  high- 
speed printers  connected  to  computer  terminals. 
Many  personal  computers  and  terminals  are 
compatible  with  the  MEDIS®  system. 

• • • 

The  use  of  electric-shock  paddles  to  restore 
heartbeat  in  an  infant  can  cause  severe  hemor- 
rhaging, suggests  Doctor  Joseph  C.  Parker,  Jr. 
and  his  colleagues  from  the  University  of  Ten- 
nessee Memorial  Research  Center  in  Knoxville. 
Writing  in  the  May  1985  issue  of  the  Archives  of 
Pathology  and  Laboratoiy  Medicine,  they  report  on 
the  autopsy  findings  of  a eight-month-old  boy 
with  severe  cardiorespiratory  problems.  Resus- 
citation efforts  with  adult  cardioverter  paddles  in 
an  emergency  room  apparently  caused  hemor- 
rhages throughout  the  spinal  cord.  “Use  of  adult 
cardioversion  equipment  in  an  infant  may  alter 
the  amperage  by  decreasing  resistance  and  thus 
create  a potential  hazard,”  they  postulate. 

• • • 


Ross  Laboratories  recently  announced  the  availa- 
bility of  r\\  ()  ChUL  HN  Nitrogen  Ui(|uid 
Nutrition®,  a high-density  enteral  formula  for 
the  dietary  management  of  such  conditions  as 
hypermetabolic  trauma,  cancer-caused  anorexia, 
early  satiety,  or  altered  taste  percejjtion,  and  se- 
vere fluid  restriction  resulting  from  cardiopul- 
monary disease  or  impaired  renal  function.  Ehe 
new  product  has  a caloric  density  of  2.0  Calories/ 
mU  and  satisfies  the  recommendary  dietary  re- 
(juirements  for  vitamins  and  minerals  in  1900 
(>alories  (950  mU).  In  addition  to  being  lactose- 
free,  I WO  (k'\U  HN®  provides  88.4  grams 
protein/mU  to  promote  protein  anabolism  in  the 
stres.sed  patient  and  may  be  tube-fed  or  taken 
orally. 


SARGENT 

REHABILlTAnON 

CENTER 


through  rehabihtotion, 

the  restoration  of  human  potential 


We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  spiecializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 


229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 


Attention: 

GENERAL  PRACTICE 
PHYSICIANS 

The  largest  medical  office  facility  in  Rhode  Island 

offers  you  and  your  patients: 

o Laboratory  services 
o X-ray  film  services 
o Emergency  room 
o In-house  pharmacy 
o Spacious  piarking  facilities 
o Close  to  major  highways 
o Easily  accessible  to  area  hospitals 

THE  ATWOOD  MEDICAL  CENTER 
1524  Atwood  Avenue 
Johnston,  Rhode  Island 

For  further  information,  please  call  Dr. 

Carl  F.  DeLuca  at  401/274-2910 
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East  Side; 

PRIME  OFFICE  SPACE 
AT  154  WATERMAN  STREET 


IDEAL  FOR  SOLO  PRACTITIONER 

636  square  feet  with  reception  area, 
two  examining  rooms,  and  private 
office:  ample  parking 

BILODEAU  PROPERTY  MANAGEMENT,  INC. 
40 1/83 1 -5995 


In  Rhode  Island: 

PHYSICIAN 

WANTED 

Experienced  physician  for 
busy  and  expanding  walk-in 
medical  facilities.  Full-time 
position  available. 

Send  inquiries  to: 

PO  Box  6204 

Providence,  Rhode  Island  02904 


Japan  has  6.30  ophthalmologists  per  100, 000 
population  compared  with  4.66  in  the  United 
States,  according  to  a status  report  in  the  April 
1985  issue  of  the  Archives  of  Ophthalmology. 
Japanese  researchers  claim  that  even  more 
ophthalmologists  are  needed  for  prescribing  an 
estimated  1 1 million  eyeglasses,  providing 
ophthalmic  care  in  nnderserved  areas,  managing 
the  growing  elderly  population,  and  treating  pre- 
vionsly-nntreatable  ocular  disease.  The  average 
income  of  Japanese  ophthalmologists  is  equiva- 
lent to  $64,000  to  $100,000  annually. 

• • • 

The  Apex  Medical  Corporation  has  developed 
the  SmokeBreak  Stop  Smoking  System®  for 
smokers  to  reduce  or  quit  smoking  entirely.  The 
product  of  four  years  of  field  testing,  it  includes 
two  smokeless  “cigarettes,”  renewable  flavors,  re- 
placement mouthpieces,  and  an  attractive  case. 
The  new  system  attempts  to  change  behavioral 
patterns  by  addressing  the  involuntary,  hand-to- 
mouth  ritual,  a major  factor  in  the  smoking  habit. 
The  smokeless  cigarette  supplies  oral  gratifica- 
tion and  offers  former  smokers  something  to  do 
with  their  hands.  For  additional  information, 
write  SmokeBreak  Collection,  PO  Box  20171, 
Bloomington,  Minnesota  55420. 

• • • 

Methylprednisolone,  a synthetic  steroid,  may  be 
useful  in  preventing  the  aftermath  of  stroke, 
according  to  a recent  report  from  the  National 
Society  for  Medical  Research.  Doctor  Gene  C. 
Palmer  of  Frist-Massey  Neurological  Institute, 
Nashville,  has  found  that  the  steroid  prevented 
damage  to  a brain  biochemical  system  under 
study  in  gerbils.  The  drug,  which  is  a potent  anti- 
inllammatory  agent,  prevented  brain  edema 
when  given  to  the  gerbils  before  stroke  was  in- 
duced. 

• • • 

Researchers  at  the  Uniformed  Services  Universi- 
ty of  the  Health  Sciences,  Bethesda,  Maryland, 
have  found  that  thyrotropin-releasing  hormone 
(TRH)  improves  the  recovery  rate  of  laboratory 
animals  with  spinal  injuries.  Some  59  laboratory 
cats  were  divided  into  four  groups  and  injected 
one  hour  after  injury  with  either  saline,  TRH,  the 
narcotic  antagonist  naloxone,  or  the  corticoster- 
oid dexamethasone.  The  neurological  functions 
were  rated  on  a weekly  basis  for  six  weeks.  The 
TRH-treated  animals  exhibited  almost  total 
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neurological  recovery.  The  animals  treated  with 
naloxone  recovered  to  a lesser  extent,  but  signifi- 
cantly more  than  those  treated  with  either  dex- 
amethasome  or  saline. 

• • • 

A new  protocol  introduced  by  the  General  Elec- 
tric Company  for  use  with  its  STAR®  nuclear 
analysis  and  acquisition  data  processing  system 
offers  physicians  the  opportunity  to  evaluate  pul- 
monary function.  Designed  to  interface  with  the 
company’s  other  nuclear  scintillation  gamma 
cameras,  the  ventilation/perfusion  protocol 
generates  data  to  help  isolate  such  major  causes 
of  lung  failure  as  pulmonary  emboli  and 
emphysema. 

• • • 

The  National  Foundation  for  Ileitis  and  Colitis 
recently  published  The  Crohn’s  Disease  and  Ulcera- 
tive Colitis  Fact  Book,  a 194-page  book  which  dis- 
cusses both  diseases  from  the  perspective  of  the 
patient  and  family  members.  Writteit  in  easy-to- 
understand  language,  it  was  edited  by  Doctors 
Peter  A.  Banks,  Chief  of  Castroenterologv,  St. 
Elizabeth’s  Hospital,  Boston;  Daniel  A.  Present, 
Mt.  Sinai  Medical  Center,  New  \’ork;  and  Penny 
Steiner,  MPH,  and  educational  consultant  to  the 
Foundation.  For  additional  information,  write 
the  Foundation  at  295  Madison  Avenue,  Room 
519,  New  York,  New  York  10017. 

• • • 

The  L’nited  States  Pharmacopeial  Convention, 
Inc  (USPC)  has  published  an  expanded  edition  of 
USF  DI,  which  is  designed  to  jjrovide  compre- 
hensive and  continously  updated  information  on 
drugs  for  physicians,  other  health  professionals, 
and  patients.  The  publication  containes  informa- 
tion on  virtually  all  pharamceuticals  available  in 
the  L’nited  States,  including  such  newly- 
approved  drugs  as  rantidine,  diltiazem,  and 
guanadrel.  For  additional  information,  write 
LSPC  at  12601  I winhrook  Parkway,  Rockville, 
Maryland  20852. 

• • • 

Harvard  University  has  announced  that  it  has 
obtained  US  and  Furo))can  patents  on  a new 
process  of  jjroducing  protein  in  bacteria  through 
genetic  engineering  techni(]ues.  An  exclusive 
contract  to  use  the  process  has  been  gianted  to 
Biogen  NV,  an  international  hiotechnologv  com- 
j)any.  The  new  techni(|ue  may  demonstrate  sig- 


HOME  NURSING  CARE 
Private  Duty  Nursing 

* REGISTERED  NURSES 

* LICENSED  PRACTICAL  NURSES 

* NURSE  AIDES 

* HOMEMAKERS 

* HOME  HEALTH  AIDES 

When  Home  Care  Is  Needed 

Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Employes  Bonded  and  Insured 

(401)  751-9660 

Available  7 days  a week 
24  hours  a day. 


Blackstone  Valley 
Psychological  Institute 

Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 
401-765-5100 
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MEDICARE/MEDICAID 
BLUE  CROSS  CLAIMS 

HMO  - CMP 


PROTECT  YOUR  INTERESTS! 

Call 

JOEL  D.  LANDRY,  JD 
(401)  421-1283 

Experienced  medical  lawyer 

Guest  speaker  - ’85  AMA  National 
State  Health  Legislative  Meeting 

Asst  Attorney  General,  ’75-’84 

JOEL  D.  LANDRY,  JD 

GENERAL  PRACTICE  OF  LAW 

A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
Providence,  Rhode  Island  02903 
(401)  421-1283 


nificant  advantages  over  conventional  recom- 
binant production  methods  which  require  de- 
struction of  cells  to  recover  their  protein.  Because 
the  recovered  protein  also  is  contaminated  with 
other  cell  components  as  a result  ol  cell  destruc- 
tion, a separate  purification  process  is  required 
with  the  conventional  methods. 

• • • 

According  to  a recent  report  from  the  Upjohn 
Company,  preliminary  animal  studies  suggest 
that  prostaglandin  E2  may  prove  helpful  in  im- 
poving  fracture  healing  and  hone  repair.  Com- 
pany researchers  found  that  the  healing  of  rih 
fractures  in  dogs  treated  with  prostaglandin  Eg 
demonstrated  a relative  increase  in  fibrocellular, 
cartilagenous,  and  honey  callus  when  compared 
to  control  animals.  The  experimentally-treated 
dogs  revealed  radiographic  evidence  of  increased 
mineral  density  and  higher  levels  of  urinary  hy- 
droxyline, the  amino  acid  which  is  increased  in 
states  of  hone  formation  and  resorption. 


The  newborn  infants  of  mothers  who  have  been 
on  methadone  maintenance  therapy  before  de- 
livery must  suffer  from  narcotic  withdrawal  after 
birth.  According  to  a recent  report  in  the  Amer- 
ican Journal  of  Diseases  of  Children,  the  withdrawal 
signs  include  a high-pitched  cry,  failure  to  sleep 
after  a feeding,  increased  muscle  tone,  tremors  or 
convulsion,  irritability,  gastrointestinal  distress, 
sweating,  fever,  rapid  breathing,  and  self- 
induced  skin  abrasions.  The  presence  of  respira- 
tory problems,  elevated  systolic  blood  pressure, 
and  hyperthyroidismn  also  have  been  detected  in 
these  babies.  Treatment  with  either  phenobarbi- 
tal  or  camphorated  tincture  of  opium  appears  to 
be  equally  effective. 

• • • 

Most  routine  laboratory  tests  ordered  prior  to 
surgery  may  not  be  needed,  according  to  a study 
published  in  the  June  27  issue  ot  JAMA.  Re- 
searchers from  the  Lmiversity  of  California,  San 
Francisco,  report  that  60  per  cent  of  the  tests  in 
their  study  of  2,000  patients  “would  not  have 
been  performed  if  testing  had  only  been  done  for 
recognizable  indications.”  Moreover,  only  0.22 
per  cent  of  those  tests  revealed  abnormalities  that 
might  influence  perioperative  management. 
“Chart  review  indicated  that  these  few  abnor- 
malities were  not  acted  on  nor  did  they  have 
adverse  surgical  or  anesthetic  consequences,” 
according  to  Doctor  Eric  B.  Kaplan  and  his  col- 
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leagues.  “In  the  absence  of  specific  indications, 
routine  preoperative  laboratory  tests  contribute 
little  to  patient  care  and  could  be  eliminated.”  If 
their  conclusion  were  implemented,  it  could  ex- 
ert a major  influence  on  the  costs  of  medical 
services.  The  researchers  estimate  that  patient 
charges  would  decrease  $ 147,000  at  their  institu- 
tion alone. 

In  an  accompanying  editorial,  JAMA  Editor 
Doctor  George  D.  Lundberg  points  out  that  there 
are  many  reasons  why  physicians  order  labora- 
tory tests,  including  screening,  peer  pressure, 
personal  reassurance,  ease  of  performance  with 
ready  availability,  hospital  policy,  legal  reasons, 
documentation,  hospital  profit,  curiosity,  in- 
security, habit,  and  establishment  of  a baseline. 
Lundberg  suggests  that  “appropriately  designed 
prospective  studies  to  define  proper  practice” 
should  be  carried  out. 

• • • 

Encouraging  and  significant  improvement  in 
long-term  survival  among  adult  patients  with 
acute  leukemia  are  being  reported  from  the 
Southwest  Oncology  Group  based  in  San  Anto- 
nio, Texas.  The  group  has  been  studying  chem- 
otherapy for  leukemia  patients  since  the  1970s, 
and  says  its  most  recent  study,  involving  216  pa- 
tients, achieved  the  highest  overall  survival  time 
to  date.  Eive-year  survival  for  all  patients  in- 
creased from  4 per  cent  to  14.3  per  cent.  Ehe 
percentage  of  patients  achieving  five-year  surviv- 
al and  complete  remission  increased  from  15  per 
cent  to  26  per  cent.  “Data  such  as  these  suggest 
that  some  adults  with  acute  leukemia  are  being 
cured,”  reports  Doctor  James  A.  Hewlett  of  the 
Gleveland  Clinic  Eoundation  in  the  June  1985 
issue  of  the  Archives  of  Internal  Medicine.  The 
drugs  usued  in  the  study  were  vincristine  sulfate, 
cytarabine,  and  prednisone. 

• • • 

Anticonvulsant  therapy  may  cause  major  abnor- 
malities of  the  central  nervous  system,  according 
to  a study  in  the  June  1985  issue  of  the  Archives  of 
Pathology  and  Laboratory  Medicine.  Doctors  Jill  E. 
Trice  of  the  University  of  Clalifornia  at  San  Diego 
and  Mary  Ambler  of  brown  University  report  on 
the  autojjsy  findings  of  a three-month-old  infant 
exposed  in  utero  to  anticonvulsants.  I he  abnor- 
malities found  included  bilateral  encej)haloceles, 
ventricular  abnormalities,  and  defective  neuro- 
nal migration,  all  .severe  brain  defects,  fhe  in- 
fant’s 19-year-old  mother  had  been  treated  with 
jihenytoin  during  the  first  two  trimesters. 


ADAMS  & DeCAPORALE 
COUNSELORS  AT  LAW 

General  Law  Practice 
Medical  Collections 


Herbert  M.  Adams 
Joseph  L.  DeCaporale,  Jr. 

Governor  Financial  Center 
285  Governor  Street 
Providence,  Rhode  Island  02906 
401-421-1364 


Office  Space  on  Academy  Avenue: 

Ideal  Location  for  General  Internist 
or  Family  Physician 

Comfortable  office  .suite  available  on  Academy 
Avenue  in  Providence . Two  examining  rooms, 
large  reception  room,  and  private  office. 
Directly  across  the  street  from  a major  drug- 
store and  close  to  major  Providence  hospitals. 
Ample  parking  available,  and  bus  stops  at 
door. 

For  further  iiifonnatiou; 

Carlino  (401)861-7294 
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OFFICE  SPACE 
IN  SOUTH  ATTLEBORO 

Orthopedic  surgeon,  cardiologist,  or  other 
medical  or  surgical  subspecialist  needed  to 
rent  a South  Attleboro  office  suite  one  day  a 
week.  The  office,  which  includes  a con- 
sultation room  and  three  examining 
rooms,  is  used  by  a family  physician  four 
days  a week.  Ideal  location  on  Route  1. 

Please  call  (617)761-5650 
for  further  information 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


R.I.  MEDICAL  BUREAU,  INC. 

We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION.  NO  COMPUTER  DOWNTIME, 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  A ^ 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


ii 


I . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 


flurazepam  HCI/Roche 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


sss-' 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consulf  complefe  producf  infor- 
mofion.  a summary  of  which  follows: 

Indicohons:  Etfecfive  in  all  fypes  of  insomnia  characterized 
by  difficulty  in  foiling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  odministration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Worrrmgs:  Caution  patients  about  possible  combined  effects 
with  alcohol  ond  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mentol  alertness  (.e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  hove  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  fime 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended fhof  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
potients,  or  in  those  with  latent  depression  or  suicidol  tenden- 
cies, or  in  those  with  impoired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosoge,  hove  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipotlon,  Gl  poin,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  fointness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  onorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkoline  phosphotase,  and  poradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  flurozepam 
HCI 
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Monoti,  Puerto  Rico  00701 
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IN  EXPERIENCE 

Worldwide,  ifs  a known  quantity. . . known  know  it  better  than  any  other  hypnotic 
tor  sleep  that  satisfies.  only  benzodiazepine  hypnotic  with  m 

than  15  years  of  continuing  satisfacto 
You  know  it  helps  patients  fall  asleep  quickly  performance.  As  always,  caution  pati 
and  stay  asleep  till  morning.  ’ ® You  know  its  about  driving  or  drinking  alcohol. 

exceptionally  wide  margin  of  safety.^®  You  Please  see  references  and  summary  of  product  informafion  on  reverse  si 
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A ground-level  view  of  the  East  Providence 
Heritage  Days’  Road  Race  — See  page  351 
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SYSTEMS  & SOLUTIOMS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties  we  have  computerized  in  the  local  area  are: 


General  Surgery 
Pediatrics 

Obstetrics  & Gynecology 
Cardiovascular  & 
Thoracic  Surgery 


Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 


Before  prescribing,  see  complete  prescribing  Information  in  SK&F  CO. 
literature  or  PDR.  The  following  Is  a brief  summary.  


♦ 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  h^ertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications;  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Oc  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K'*’  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pr^nancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  infomtation  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochiorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  Increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  senjm  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  detemrinations  (particularly  important  in  patients 
vomitiitg  excessively  or  receiving  pventeral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regulariy  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
merns  may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore.  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A tew  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administenng  nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  resenie  with  possible  metabolic  acidosis  'C^ide'  interferes  with 
fluorescem  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chlohde  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chkxprop^ide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  tiyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazidh'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis,  paresthesias, 
icterus  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alooe.  Triamterene  has  been  found  In 
renal  stones  m association  with  other  usual  calculus  components.  Rare 
Incidems  of  acute  imerstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  In  a few  patients  on  Dyazide’.  although  a causal  relationship 
has  not  been  established 


SmilM:  'DyazMe'  Is  suppHed  as  a red  and  white  capsule.  In  twtUes  of 
1000  capsules.  Single  Unit  Packages  (unit-dose)  of  100  (intended  lor 
bistltutloiial  use  only);  hi  Palient-Pak~  unit-of-use  bottles  of  100. 

BI)S^Z.L39 


In  Hypertension*... 
When  ¥)u  Need  to 
Conserve  K+ 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  ■white 
Dyazide*  capsule: 
\6ur  assurance  of 
SK&F  quality. 


a product  of 

SKGF  CO. 

Carolina,  PR  00630 
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Tbday,  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  ^eir  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  theyll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
abihty  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

Youll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 

COUNOl  KW  FINANCIAL  AID  TO  EDUCATION  INC  M K'  A PUBLIC  SERVia  OF  THIS  fMBUCATON 

680FFTH  AVENUE  NEW  YORK  NY  10019  IwEri  OOUKH  AND  THE  ADVERTISING  COUNOL 
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SOCIETY  TO  FILE  AMICUS  BRIEF 

The  Society  will  file  an  amicus  curiae  brief 
in  support  of  Westerly  Hospital  which  has 
objected  to  releasing  the  records  of  its 
medical  staff  infection  control  committee. 
The  records  have  been  subpoenaed  by  a pa- 
tient who  contends  that  his  surgical  wound 
became  infected  during  his  hospitalization. 
The  medical  records  have  been  ordered  re- 
leased by  the  Superior  Court. 

The  Executive  Committee  authorized  the 
brief  at  its  July  10  meeting.  In  other 
actions,  the  committee  also: 

• approved  formation  of  a task  force  on 
risk  management  which  will  focus  its 
programs  on  activities  and  specialties 
prone  to  malpractice  incidents. 

• authorized  retaining  Jeffrey  O’Connell, 
Professor  of  Law,  University  of  Vir- 
ginia, as  a consultant  on  malpractice- 
related  problems.  O'Connell,  developer 
of  the  "no-fault"  approach  to  car  insur- 
ance, is  a nationally-recognized  author- 
ity on  insurance-related  Issues. 

' • authorized  development  of  a membership 
recruitment  kit. 

• approved  a plan  to  include  state  offi- 
cials and  legislators  in  educational 
programs  at  various  hospitals  to  fa- 
miliarize them  with  the  problems  of 
physicians. 

• approved  obtaining  public  service 
announcements  produced  by  the  American 
Medical  Association  for  local  broadcast 
with  the  Society's  identification  and 
logo. 

• approved  formation  of  a peer  review  com- 
mittee to  monitor  the  impact  on  patient 
care  of  diagnosis-related  groups  and 


EXECUTIVE  COMMITTEE  MEETS  (continued) 
other  limitations  on  reimbursement. 

• authorized  the  Society  to  determine  the 
level  of  interest  in  Delta  Dental  by 
members  of  the  RIMS  group  Insurance  plan. 

At  least  85  per  cent  of  the  subscribers 
must  agree  to  participate  for  the  addi- 
tional benefit  to  be  offered. 

• authorized  the  Medical  Economics  Commit- 
tee to  establish  liaison  with  the  Rhode 
Island  Group  Health  Association  and 
Ocean  State  Physicians'  Health  Plan. 


RIMS  TO  SPONSOR  MEETING  ON  SURGICAL 
VARIATIONS 

Together  with  the  Hospital  Association  of 
Rhode  Island  and  the  Rhode  Island  Department 
of  Health,  the  Society  will  sponsor  a con- 
ference on  variations  in  surgical  rates 
on  Wednesday,  October  2,  1985.  The  issue 
received  considerable  attention  in  the  public 
press  earlier  this  year  when  widespread  lo- 
cal variations  in  the  incidence  of  five 
commonly-performed  surgical  procedures 
were  disclosed. 

One  of  the  featured  speakers  will  be  Dr 
John  E.  Wennberg,  Professor  of  Community 
and  Family  Medicine,  Dartmouth  Medical 
School,  who  has  devoted  most  of  his  profes- 
sional career  to  studying  such  variations. 

As  long  ago  as  1973,  Wennberg  examined 
the  differences  in  per  capita  surgical 
rates  in  193  small  hospital  areas  in  New 
England.  In  their  most  recently-published 
work,  Wennberg  and  his  colleague  Philip 
Caper  classified  all  non-obstetrical 
surgical  procedures  in  Maine  for  the  years 
1980  through  1982  in  30  hospital  market 
areas.  The  incidence  of  surgical  proce- 
dures was  found  to  be  highly  variable. 
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SURGICAL  VARIATIONS  (continued) 

especially  in  those  cases  Involving  a high 
degree  of  physician  judgment. 

Wennberg  and  his  colleagues  have  developed 
a software  package  based  on  their  find- 
ings for  use  by  professional  review  organi- 
zations (PROs)  in  their  monitoring  activi- 
ties. 


JOINT  COMMISSION  ISSUES  NEW  STANDARDS 
FOR  MULTIHOSPITAL  SYSTEMS 

The  Joint  Commission  on  the  Accreditation 
of  Hospitals  (JCAH)  recently  approved 
standards  revisions  for  its  Accreditation 
Manual  for  Hospitals  concerning  multi- 
hospital systems  and  corporately- 
restructured  hospitals. 

According  to  JCAH,  the  expert  panel  respon- 
sible for  the  revisions  followed  two  prin- 
ciples as  guidelines  during  its  dellvera- 
tions.  First,  one  set  of  standards  should 
apply  to  systems  hospitals  as  well  as  to 
autonomous  facilities.  Second,  the  indi- 
vidual hospitals  should  remain  the  focus 
of  accreditation  decisions  although  it 
must  be  acknowledged  that  certain  system 
chacteristics  may  affect  the  organiza- 
tional structure  of  the  hospital. 

The  new  standards  require  a systematic  and 
effective  mechanism  for  communication  be- 
tween multiple  levels  of  administration 
that  are  functionally  related  to  the 
hospital  and  a clear  delineation  of  au- 
thority between  each  level  of  organization. 
Mechanisms  must  be  established  in  cases 
where  there  are  multiple  levels  of  adminis- 
tration to  assure  communication  by  the 
medical  and  nursing  staffs  with  all  levels 
of  management  involved  in  patient  care. 

WOMEN  & INFANTS’  RECEIVES  $700,000  GRANT 

Women  & Infants'  Hospital,  Providence,  has 
received  a three-year,  $700,000  grant  from 
the  Division  of  Maternal  and  Child  Health 
of  the  US  Department  of  Health  and  Human 
Services  to  study  the  impact  of  diagnosis- 
related-group  based  reimbursement  on  peri- 
natal programs. 

While  perinatal  centers  currently  are  not 
subject  to  DRG-based  reimbursement,  the 
grant  was  awarded  in  anticipation  of  its 


DRG  GRANT  (continued) 

extension  from  Medicare  to  Medicaid,  Blue 
Cross,  and  private  patients.  The  experi- 
ence of  six  states  — Delaware,  Michigan, 
Pennsylvania,  Ohio,  Utah,  and  Washington  — 
in  which  DRGs  have  been  instituted  for 
Medicaid  patients  has  demonstrated  that 
the  financial  survival  of  perinatal  cen- 
ters could  be  seriously  jeopardized. 

In  a parallel  action,  the  hospital  also  is 
establishing  the  National  Perinatal 
tion  Center  to  serve  as  a permanent  clear- 
inghouse for  information  on  perinatal  care 
in  the  US.  While  the  findings  from  the 
DRG  study  will  form  the  initial  database 
for  the  center.  Women  & Infants'  Hospital 
plans  to  expand  its  scope  to  include  in- 
formation on  federal  regulations,  reimburse- 
ment structures,  and  malpractice  claims. 

ROGER  WILLIAMS  RECEIVES  NEW  FELLOWSHIP 

Roger  Williams  General  Hospital,  Providence,' 
has  been  selected  as  the  site  of  an  infec- 
tious disease  fellowship  awarded  by  the 
American  Society  of  Hospital  Pharmacists 
(ASHP) . The  fellowship,  to  be  implemented 
jointly  by  the  hospital  and  the  University 
of  Rhode  Island  College  of  Pharmacy,  is  one 
of  two  grants  awarded  throughout  the  nation 
for  antibiotic  research  by  the  ASHP  Research 
and  Education  Foundation.  The  primary  focus 
of  the  research  will  be  the  study  of  the 
pharmacology  of  antimicrobial  agents  in 
vitro  and  in  human  beings . 

RIMS  TO  SPONSOR  SMOKING  CESSATION  PROGRAM 

Together  with  the  Rhode  Island  Department 
of  Health  and  the  Brown  University  Program 
in  Medicine,  the  Society  will  sponsor  a 
November  6,  1985  program  on  how  physicians 
more  effectively  may  encourage  their  pa- 
tients to  quit  smoking. 

Featured  speakers  will  be  Drs  H.  Denman 
Scott,  Director,  Rhode  Island  Department 
of  Health;  Thomas  J.  Glynn,  Program  Direc- 
tor for  Smoking  Research,  National  Cancer 
Institute;  Richard  A.  Carleton,  Director, 
Pawtucket  Heart  Health  Program;  James  0. 
Prochaska,  Professor  and  Director  of 
Self-Change  Laboratory,  University  of 
Rhode  Island.  The  local  affiliates  of 
the  American  Cancer  Society  and  American 
Lung  Association  will  sponsor  exhibits. 
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PMA  AUXILIARY  TO  SPONSOR  BRUNCH 

The  Providence  Medical  Association  Auxil- 
iary will  sponsor  a brunch  on  Sunday, 
September  15,  1985,  at  11:30  am  at  the 
Hospitality  Center,  1150  Naragansett 
Boulevard,  Cranston.  The  featured  speaker 
will  be  Attorney  General  Arlene  Violet. 

Donations  of  $25  per  person  are  tax  deduct- 
ible and  will  benefit  the  auxiliary's  medi- 
cal scholarship  fund. 

Reservations  should  be  sent  by  September  10 
to  the  PMA  Auxiliary,  80  Arbor  Drive,  Pro- 
vidence, Rhode  Island. 

WORTH  WRITING  FOR  . . . 

• "Understanding  & Choosing  Your  Health 
Insurance,"  a 16-page  patient  education 
brochure  designed  to  explain  the  rami- 
fications of  health  insurance  in  easy- 
to-understand  language.  $34/100  bro- 
chures. American  Society  of  Internal 
Medicine,  1101  Vermont  Avenue,  NW, 
Washington,  DC  20005. 

• AMA  Hospital  Medical  Staff  Monograph 
Series.  Three  volumes  covering  bylaws, 
delineation  of  clinical  privileges,  and 
organization.  May  be  ordered  together 
or  separately  at  $18  each.  AMA  Order 
Department,  PO  Box  10946,  Chicago, 
Illinois  60610. 

• "Library  for  Internists,"  a bibliography 
of  books  and  journals  judged  by  the 
American  College  of  Physicians  to  be 
most  useful  for  practicing  internists 
and  others.  Reprinted  from  the  March 
1985  issue  of  the  Annals  of  Internal 
Medicine.  American  College  of  Physi- 
cians, 4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 


MEDICAL  MISCELLANEA  . . . 

• Declining  revenues  from  federal  grants 
will  force  medical  schools  to  rely  even 
more  heavily  on  income  from  patient- 
care  services  in  the  next  few  years. 
According  to  the  Association  of  Ameri- 
can Medical  Colleges,  federal  grants 
provided  54.7  per  cent  of  private  medi- 
cal school  revenues  in  1967-1968,  but 
only  29.7  per  cent  in  1982-1983.  Public 
medical  schools  fared  even  worse  with 
the  share  of  the  grant  income  dropping 
from  47.5  to  21.8  per  cent  during  the 
same  period. 

• According  to  the  recent  edition  of  the 
Statistical  Abstract  of  the  United  States, 
some  84.4  per  cent  of  all  Americans  are 
covered  by  health  insurance.  Nearly  75 
per  cent  are  covered  by  private  insurance, 
most  of  which  is  provided  by  employers  in 
one  way  or  another.  The  remaining  9 per 
cent  are  covered  through  Medicare,  Medl- 

CHi^^^ARY  OF  MEDICINE 
BOSTON,  MA 

PERIPATETiqjfp  3 . ^5 

• Dr  Frederick  S.  Crisafulli,  a Providence 
internist,  recently  was  elected  president 
of  Health  Care  Review,  Inc.  New  vice- 
president  -is  Dr  Joseph  R.  Gaeta,  also  a 
Providence  Internist. 

• Dr  Sumner  I.  Raphael,  director  of  Commun- 
ity Reproductive  Health  Services  at  Wo- 
men & Infants'  Hospital,  has  been  promoted 
to  Clinical  Professor  of  Obstetrics  and 
Gynecology  for  the  Brown  University 
Program  in  Medicine. 

• New  chief  of  the  division  of  radiology 
at  Fogarty  Hospital  is  Dr  Paul  C. 

Hessler,  III,  Wlckford. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

IN-OFFICE  LABORATORY  TESTING 

With  the  development  of  sophisticated,  relatively-inexpensive  laboratory  equipment 
and  the  impact  of  diagnosis-related-group  (DRG)  based  reimbursement  on  hospital 
laboratory  services,  many  physicians  are  considering  operating  laboratories  in 
their  offices  for  the  first  time.  Many  of  the  new  "desk-top"  devices  approach 
hospital  equipment  in  accuracy  and  can  be  used  by  office  staff  with  minimal  train- 
ing. Under  the  prospective  payment  system  for  Medicare,  many  hospitals  are  ac- 


August,  1985  — \ o\.  68 


341 


tively  encouraging  pre-admission  testing  since  the  hospital's  reimbursement  is 
limited  by  DRG  category,  regardless  of  the  number  of  tests  and  procedures  performed. 
Physician  office  laboratories  currently  generate  $300  million  worth  of  revenue  an- 
nually with  an  expected  $500  million  by  1990. 

The  following  are  among  the  questions  that  should  be  asked  before  purchasing  any 
equipment : 

• What  types  of  tests  does  the  unit  perform?  Are  there  provisions  for  additional 
tests  the  practice  will  need  in  the  future? 

• How  many  tests  can  the  equipment  perform  per  hour?  How  long  do  the  most 
commonly  run  tests  take?  How  many  samples  can  be  run  at  one  time? 

• How  flexible  is  the  equipment?  Can  single  or  customized  profiles  be  ordered? 

« How  automatic  is  the  processing?  Must  the  operator  be  present  while  the  test 
is  being  performed? 

• How  accurate  are  the  results  in  terms  of  specificity  and  selectivity?  How  does 
this  compare  with  the  results  obtained  in  commercial  laboratories? 

• What  quality  control  features  does  the  equipment  have?  How  is  the  unit 
recalibrated  and  how  often? 

• What  type  of  maintenance  is  required?  How  often? 

• How  much  staff  training  is  necessary?  Is  it  provided  by  the  manufacturer? 

• What  types  of  reagents  are  required?  How  much  do  they  cost?  Are  they  pre- 
packaged to  assure  accuracy?  What  is  the  shelf  life? 

l^Cg.)i6uAg.:  Medicare  regulations  require  licensure  of  in-office  laboratories  only  if 

they  accept  100  or  more  tests  on  referral.  Under  Rhode  Island  statute,  licensure 
is  not  required  for  physician  office  laboratories  as  long  as  tests  are  performed  only 
for  the  physician's  or  the  group's  own  patients.  Further  Information  is  available 
from  the  Division  of  Laboratories,  Rhode  Island  Department  of  Health  (274-1011). 

QiiaLLty  C-OYVtyiot:  Every  laboratory  should  have  a rigorous  internal  quality  control 

program,  including  such  features  as  staff  training,  proficiency  testing,  preventive 
maintenance,  and  accurate  record-keeping. 

Moreover,  a standard  operating  procedures  manual  with  detailed  descriptions  of  all 
procedures  performed  should  be  developed.  These  actions  must  be  carefully  docu- 
mented to  reduce  liability  exposure.  Most  practices  performing  in-office  testing 
also  purchase  riders  to  their  malpractice  coverage. 

Several  proficiency  testing  programs  are  available  for  the  periodic  testing  of 
equipment  against  reference  standards.  The  EXCEL  program  of  the  College  of 
American  Pathologist  provides  participating  physicians  with  chemistry,  hematology, 
immunology,  and  microbiology  samples.  The  American  Society  of  Internal  Medicine 
sponsors  a similar  program,  including  chemistry,  hematology,  urinalysis,  microbio- 
logy, immunohematology , syphilis  serology,  rubella,  and  diagnostic  immunology. 

For  further  information,  write  the  College  of  American  Pathologists,  7400  North 
Skokie  Boulevard,  Skokie,  Illinois  60077,  or  the  American  Society  of  Internal 
Medicine,  1101  .Vermont  Avenue,  NW,  Washington,  DC  20005. 
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SEMI-ANNUAL  CALENDAR  OF  CONTINUING 
MEDICAL  EDUCATION  EVENTS 


NOTE:  LectuAe^  and  couA^e^  a/io.  Lu^t2.d  by  tk<i  daZo,,  6pon60A,  topTc,  -6peakeA,  and 

te£ephom  numbeA  ^oA  addltlonat  Tn^oAmatcon.  PleoAo.  catt  tkd  contact  numbeA  ^oA 

6pcct^tc  tn{,o Amotion  about  the  pAogAam. 

August 

12-15  Rhode  Island  Hospital,  ''S3anposium  on  Diagnostic  Imaging,"  277-4707 

24  Women  & Infants  Hosp.,  "Alcohol  and  Pregnancy,"  William 

Griffith,  MD,  274-1100,  ext  1584 

September 

3 St.  Joseph  Hosp.,  "The  Prevailing  Diagnosis  and  Treatment  of  AIDS 
and  Hepatitis  B,"  Salvatore  Allegra,  MD , 456-3005 

4 Roger  Williams  General  Hosp.,  "Surgical  Gonference,"  456-2460 

4 Roger  Williams  General  Hosp.,  "Orthopedic  Gonference,"  456-2460 

5 General  Hospital-RIMG , "Neurocognltive  Functioning  in  Schizophrenia," 

Thomas  Kucharski,  PhD,  464-2416 

9 General  Hospital-RIMG,  "Rheumatoid  Arthritis  and  Osteoarthritis  in 

the  Elderly,"  Stephen  Kaplan,  MD , 464-3493 

9 Roger  Williams  General  Hosp.,  "Vascular  Gonference,"  456-2459 

9 Rhode  Island  Hospital,  "Radiology  Grand  Rounds,"  Jeremy  Kaye,  MD , 277-5184 

11  Roger  Williams  General  Hosp.,  "Surgical  Conference,"  456-2460 

11  Roger  Williams  General  Hosp.,  "Anesthesiology  Conference,"  456-2460 

12  General  Hospital-RIMG,  "Difficult  Case  Conference,"  464-2458 

18  Roger  Williams  General  Hosp.,  "Orthopedic  Conference,"  456-2460 

18  Roger  Williams  General  Hosp.,  "Anesthesiology  Gonference,"  456-2460 

19  General  Hospital-RIMC , "Sensory  Difficulties  in  Schizophrenia," 

Roger  Richardson,  PhD,  464-2416 

20  Roger  Williams  General  Hosp.,  "Pediatric  Rounds,"  Robert  Grone,  MD , 
456-2350 

20  Fogarty  Memorial  Hospital,  "Fogarty  Day  Conference,"  769-2200,  ext  238 

23  General  Hospital-RIMC,  "Demographic  Characteristics  of  Aging  Popu- 

lation of  Rhode  Island,"  Stanley  M.  Aronson,  MD , 464-3493 

25  Roger  Williams  General  Hosp.,  "Otorhinolaryngology  Conference," 

S.  Issenberg,  MD,  456-2460 
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September  (cont.) 


I 


25 

26 
30 

30 

October 

1 

2 

3 

7 

7 

9 

14 

16 

17 

18 

21 

21 

24 

28 

31 


Roger  Williams  General  Hosp.,  ''Mortality/Morbidity  Conference,”  456-2460 

General  Hospital-RIMC , "Difficult  Case  Conference,"  464-2458 

General  Hospital-RIMC,  "Sleep  Disorders  in  the  Elderly,"  Carol 
Martin,  PhD,  464-3493 

Rhode  Island  Hospital,  "Visiting  Professorship  on  Urology,"  A. 

Richard  Kendall,  MD , 277-4000 


St.  Joseph  Hosp.,  "EKG  Interpretation  and  Significance,"  Irving  T. 

Gilson,  MD,  456-3005 

Roger  Williams  General  Hosp.,  "Orthopedic  Conference,"  Henry 
Urbaniak,  MD , 456-2460 

General  Hospital  - RIMC , "Biopsychosocial  Forum,"  464-2416 

General  Hospital-RIMC,  "Epidemiology  & Pathology  of  Alzheimer's 
Disease,"  Stanley  M.  Aronson,  MD , 464-3493 

Rhode  Island  Hosp.,  "Radiology  Grand  Rounds,"  Theresa  McLoud,  MD , 277-5184 

General  Hospital-RIMC,  "Anxiety-Depression  & Medical  Complications," 

464-2458 

Roger  Williams  General  Hosp.,  "Vascular  Conference,"  456-2459  > 

Roger  Williams  General  Hosp.,  "Orthopedic  Conference,"  456-2460 

General  Hospital-RIMC,  "Quality  and  Appropriateness  Review,"  464-2416 

Roger  Williams  General  Hosp,  "Pediatric  Emergencies,"  Marie  i 

Capitano,  MD  456-2350 

General  Hospital-RIMC,  "Arrhythmias  and  Sudden  Death  in  the  Elderly," 

M.  Weinberg,  MD , 464-2493 

( 

Fogarty  Memorial  Hospital,  "The  First  Step  Therapy  of  Arthritis  in 
the  1980s,"  Charles  Birbara,  MD , 769-2200,  ext.  238 

General  Hospital-RIMC,  Difficult  Case  Conference,  464-2458  j 

General  Hospital-RIMC,  "Epidemiology  & Pathophysiology  of  Parkinson's  : 

Disease  in  the  Elderly,"  Stanley  M.  Aronson,  MD,  464-493 

General  Hospital-RIMC,  "Ongoing  Accreditation  Issues,"  464-2416 


November 


4 Rhode  Island  Hospital,  "Radiology  Grand  Rounds,"  Benjamin 
Felson,  MD , 277-5184 

5 St.  Joseph  Hosp.,  "Viral  Diseases  in  Children,"  Alfred  Toselli,  MD 
456-3005 
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November 


7 

General  Hospital-RIMC , "Difficult  Case  Conference,"  464-2458 

11 

General  Hospital-RIMC , "Pulmonary  Tuberculosis  in  the  Elderly," 
Jean  Ashba,  MD,  464-3493 

14 

General  Hospital-RIMC,  "Working  with  Families,"  464-2416 

18 

Fogarty  Memorial  Hospital,  topic  and  speaker  to  be  announced,  769-2200 

20 

Roger  Williams  Memorial  Hosp,,  Kay  Symposium  on  Pediatrics,  456-2000 

21 

General  Hospital-RIMC,  "Difficult  Case  Conference,"  464-2458 

23 

Women  & Infants  Hosp.,  "Epithelial  Tumors  of  the  Ovary,"  J.  Donald 
Woodruff,  MD,  274-1100,  ext.  1584 

25 

General  Hospital-RIMC,  "Cerebrovascular  Disease  in  the  Elderly," 
Stanley  M.  Aronson,  MD , 464-3493 

27 

Roger  Williams  General  Hosp.,  "Otorhinolaryngology  Conference,"  456-2460 

27 

Roger  Williams  General  Hosp.,  "Mortality/Morbidity  Conference,"  456-2460 

December 


2 

Rhode  Island  Hosp.,  "Radiology  Grand  Rounds,"  Richard  A.  Hass,  MD , 
277-5184 

3 

St.  Joseph  Hosp.,  "Differential  Diagnosis  of  Depression  & Anxiety," 
Joseph  Talley,  MD,  456-3005 

4 

Rhode  Island  Hosp.,  "International  Symposium  on  Status  Asthmaticus 
and  Asthma  Deaths,"  277-5641 

4 

Roger  Williams  General  Hosp.,  "Orthopedic  Conference,"  Frederick 
Johnson,  MD , 456-2460 

4 

Roger  Williams  General  Hosp.,  "Surgical  Conference,"  456-2460 

4 

Roger  Williams  General  Hosp.,  "Anesthesia  Conference,"  456-2460 

5 

General  Hospital-RIMC,  "Difficult  Case  Conference,"  464-2458 

9 

Fogarty  Memorial  Hospital,  "The  Treatment  of  Acute  and  Chronic  Musculo- 
skeletal Pain,"  769-2200,  ext.  238 

9 

General  Hospital-RIMC,  "Epidemiology  of  Neoplastic  Disease  in  the 
Elderly,"  Stanley  M.  Aronson,  MD  464-3493 

9 

Roger  Williams  General  Hospital,  "Vascular  Conference,"  456-2459 

11 

Roger  Williams  General  Hospital,  "Anesthesia  Conference,"  456-2460 

11 

Roger  Williams  General  Hospital,  "Surgical  Conference,"  456-2460 
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December 

12  General  Hospital-RIMC , ''Rehabilitating  the  Psychiatrically-Disabled : 

A Vocational  Approach,"  Jane  Hastie,  464-2416 

13  Roger  Williams  General  Hospital,  "Growth  in  Renal  Failure,"  Myron 
Genel,  MD,  456-2350 

18  Roger  Williams  General  Hospital,  "Mortality/Morbidity  Conference" 

18  Roger  Williams  General  Hospital,  "Orthopedic  Conference,"  Frederick 
Johnson,  MD,  456-2460 

19  General  Hospital-RIMC,  "Difficult  Case  Conference,"  464-2458 

23  General  Hospital-RIMC,  "Electrolyte  Imbalance  & Management  in  the 

Elderly,"  464-3493 

30  General  Hospital-RIMC,  "Drug  Interaction  & Side  Effects  in  the  Elderly," 

Norma  Owens,  PhD,  464-3493 

CONTINUING  EVENTS 

Fogarty  Hospital,  769-2200,  ext  238 
1st  Wednesday:  Tumor  Board 

Institute  for  Mental  Health,  464-2245 

Alternate  Thursdays:  Biopsychosocial  Seminar  (formerly  IMH  Forum  and 

Neuropsychiatric  Seminars) 

Rhode  Island  Hospital 

Tuesday:  Emergency  Department  Grand  Rounds,  277-5826 

1st  and  3rd  Tuesday:  Oncology  Conference,  277-5391 

Friday:  Joint  Oncology  Conference,  277-5391 

Roger  Williams  General  Hospital 

Friday:  Rheumatology  Grand  Rounds,  456-2069 

Friday:  Urology  Rounds,  456-2462 

Women  & Infants  Hospital,  274-1100,  ext  1584 

1st,  2nd,  and  3rd  Saturdays: 

Obstetrics  and  Gynecology  Grand  Rounds 

2nd  Saturday: 

Obstetrics  and  Gynecology  Journal  Club 
3rd  Saturday: 

GYN  Surgical  Complications 
Wednesday : 

Perinatal  Management  Conference 
Tuesday: 

Obstetrics  and  Gynecology  Tumor  Board 
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Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE’’ 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet’  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Eerritins,  Hemoglobin  Ae  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi>  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CRANSrON  SI  RI-IH,  CRANSTON,  RI  02920 

943-1211 


Rl  TOLL  b'RLL  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  stalF  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Leo  Uzych,  JD,  MPH 

371  Surgical  Neurectomy  for  the  Treatment  of  Resistant  Painfui  Heel 

Experimental  Procedure  Promises  Excellent  Results  for  Difficult  Problem 
A.  A.  Savastano,  MD 

373  Hemoperitoneum  Associated  with  Galibladder  Rupture 

Should  Be  Considered  as  a Possibility  in  Patients  with  Acute  Cholecystitis  Whose  Conditions  Suddenly 
Deteriorate 

Kenneth  W.  Burchard,  MD 
Kenneth  E.  Liffmann,  MD 

COVER 

Vigorous  activity  frequently  aggravates  painful  heel  spurs  which,  like  tennis  elbow,  pose  difficult  treatment  problems  whether 
conservative  or  operative  management  is  employed.  For  more  information  on  an  experimental  procedure  with  promising  results, 
see  page  371. 
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EDITORIAL 


New  Horizons  in  Cancer  Research 


While  the  concepts  of  Burkitt  and  Wynder  con- 
cerning the  epidemiology  of  cancer  of  the  colon 
and  rectum  are  not  new,  having  been  espoused  as 
early  as  1971  and  1975  respectively,  they  were 
recently  renewed  in  Rhode  Island  when  both  dis- 
tinguished authorities  participated  in  the  George 
Waterman  Cancer  Dialogue  at  Rhode  Island 
Hospital  lastjuned'  ^ Deemed  rather  naive  when 
first  proposed,  these  principles  are  now  gaining 
increasing  acceptance  in  medical  and  public 
health  circles. 

Denis  P.  Burkitt  called  attention  to  the  close 
relationship  between  bowel  cancer  and  other 
non-infectious  diseases  of  the  bowel,  such  as  be- 
nign tumor,  diverticular  disease,  and  appendici- 
tis, and  proposed  that  these  conditions  may  have 
a common  or  related  etiology.  Their  close  associa- 
tion with  the  refined  diet  characteristic  of  eco- 
nomic development  suggests  that  removal  of  fi- 
ber from  the  diet  may  be  a causative  factor.  Die- 
tary fiber  regulates  the  speed  of  transit,  bulk,  and 
consistency  of  the  stool  and  is  also  probably  re- 
sponsible in  some  degree  for  changes  in  the 
bacterial  flora  of  the  stool.  Carcinogens  produced 
by  these  abnormal  bacterial  flora  held  for  pro- 
longed periods  in  concentrated  form  in  contact 
with  the  bowel  mucosa  may  account  for  the  high 
incidence  of  large  bowel  cancer  in  developed 
countries. 

Ernst  L.  Wynder  postulated  that  dietary  fat 
appears  to  be  a significant  etiological  component 
in  accounting  for  the  high  incidence  of  colon  and 
rectal  carcinoma  in  inclustrial  societies.  He  fur- 
ther noted  a worldwide  correlation  between  col- 
on cancer  and  fat  consumption,  a positive  cor- 


relation between  myocardial  infarction  and  colon 
cancer,  and  a number  of  other  similar  associa- 
tions. Perhaps  McDonald’s  and  Burger  King 
should  vie  for  the  honor  of  producing  the  most 
carcinogenic  nourishment. 

Closer  to  the  cutting  edge  of  cancer  research  is 
the  work  of  Judah  Folkman  and  his  associates  at 
the  Children’s  Hospital  in  Boston.^  As  early  as 
1961,  Folkman  hypothesized  that  angiogenesis, 
the  growth  of  new  blood  vessels,  was  a significant 
factor  in  tumor  pathology  and  that  tumors  are 
angiogenesis-dependent.  Moreover,  he  theo- 
rized that  tumors  require  the  growth  of  new 
capillary  networks  to  expand  beyond  a small  nu- 
cleus. Within  the  past  year,  Folkman’s  laboratory 
has  reported  the  complete  purification  of  the 
long-sought  angiogenesis  factor.  This  substance 
extracted  from  tumor  cells  actually  induces  the 
formation  of  capillaries. 

More  recently,  Folkman  and  his  colleagues  re- 
ported that  heparin  and  cortisone,  when  admin- 
istered together  to  mice  harboring  certain 
tumors,  caused  the  blood  supply  of  the  tumors  to 
collapse.  When  given  alone,  neither  drug  pro- 
duced this  result.  In  fact,  heparin  actually 
appeared  to  promote  tumor  growth. 

Current  research  has  revealed  that  the  anti- 
angiogenic  effects  come  from  a cortisone-like 
steroid  that  spares  the  immune  system  (unlike 
cortisone,  which  is  an  immunosuppressant),  and 
f urther  that  the  ef  fective  anti-angiogenic  fraction 
of  the  heparin  molecule  is,  in  fact,  non- 
anticoagulant. These  exciting  developments 
offer  great  promise  for  therajjeutic  advances  in 
cancer  therapy  based  on  creative  basic  research. 
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One  further  development  in  oncological  re- 
search will  be  mentioned.  Paul  A.  Marks  of  the 
Memorial  Sloane-Kettering  Cancer  C.enter,  the 
most  recent  Dameshek  Visiting  Professor  at  the 
Mount  Sinai  Hospital  in  New  York,  discussed  the 
oncogene  theory  of  carcinogenesis.^  Phere  is  re- 
cent evidence  that  malignant  transformation  of 
normal  cells  freshly  placed  in  culture  medium 
appears  to  require  the  activation  of  two  or  more 
oncogenes  rather  than  of  a single  oncogene  as 
indicated  by  earlier  studies.  The  new  finding  ren- 
ders the  oncogene  theory  more  compatible  with 
clinical  evidence  that  cancer  formation  involves 
multiple  sequential  defects.  Marks  further  pos- 
tulated that  oncogenes  work  by  causing  the  pro- 
duction of  a growth-like  protein  within  the  cell. 
Another  possibility  is  that  oncogenes  cause  an 
alteration  in  growth  receptors,  which  in  turn 
cause  the  cell  to  act  as  if  the  receptors  had  been 
activated.  He  found  that  each  of  two  identifiable 


oncogenes  were  nearly  identical  in  amino  acid 
sequence  respectively  to  growth  factors  derived 
from  different  sources.  The  full  significance  and 
clinical  usefulness  of  the  oncogene  theory  re- 
mains to  be  delineated. 

These  are  but  a few  of  the  many  developments 
in  progress  in  oncology  and  cancer  therapy. 
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The  AMA  Hospital  Medical 
Staff  Section 


The  Hospital  Medical  Staff  Section  (HMSS)  of 
the  American  Medical  Association  met  in  Chica- 
go last  June.  The  HMSS  represents  a unique 
opportunity  for  grassroots  input  into  the  AMA. 
Delegates  to  the  section  must  be  AMA  members 
and  must  have  been  designated  by  an  organized 
medical  staff  of  an  accredited  hospital  to  repre- 
sent it  at  the  section  meeting.  There  is  no  registra- 
tion fee.  Delegates  do  not  have  to  be,  and,  in  fact, 
often  are  not  involved  with  “organized  medicine” 
in  an  official  capacity.  Any  delegate  or  group  of 
delegates  may  submit  a resolution  which  will  be 
debated  in  open  committee  meetings  and  later  by 
the  section  itself.  Any  person  may  testify  at  the 
committee  hearings.  Delegates  to  the  HMSS  may 
debate  during  the  meeting  and  may  vote.  Every 
resolution  is  considered  by  the  entire  section 
whatever  the  recommendation  of  the  committee. 
Resolutions  cannot  die  in  committee.  Resolutions 
passed  by  the  section  are  introduced  into  the 
AMA  House  of  Delegates  by  the  delegate  from 
the  HMSS.  If  a resolution  is  passed  by  the  AMA 
House,  it  becomes  official  policy  of  the  AMA. 
The  trustees  and  staff  are  then  responsible  for 
implementation.  Resolutions  are  also  introduced 
by  delegates  representing  the  state  associations 
and  national  specialty  societies.  Rhode  Island  has 
one  delegate  and  one  alternate,  and  the  alternate 
delegate  from  the  National  Association  of  Medi- 
cal Examiners,  Doctor  William  Q.  Stumer,  is 
from  Rhode  Island. 

At  the  1985  Annual  AMA  Meeting,  there  were 
650  delegates  at  the  HMSS  meeting,  representing 
47  states.  Three  delegates  from  Rhode  Island 
were  seated,  representing  Memorial  Hosj)ital- 
Pawtucket,  The  Miriam  Hospital,  and  Rhode  Is- 
land Hospital. 

Among  the  issues  discussed  and  approved  and 
.sent  to  the  AMA  House  of  Delegates  were  the 
following  (in  each  instance  the  action  of  the 
House  and  my  personal  opinioti  are  included): 


Issue:  It  was  recommended  that  any  plan  offer- 
ing financial  or  other  incentives  to  members  of 
the  medical  staff  for  reducing  health  care  services 
be  presented  to  the  medical  staff  for  review  of  the 
ethical  and  legal  implications.  Moreover,  it  was 
recommended  that  a committee  of  the  medical 
staff  monitor  all  such  activities.  The  resolution 
was  adopted  by  the  House  and  is  the  official  poli- 
cy of  the  AMA. 

Comment:  I think  that  this  represents  a critical 
issue  in  today’s  atmosphere  of  cost  containment. 
Anytime  there  is  incentive  to  restrict  or  limit 
medical  care,  physicians  must  scrutinize  it  very 
carefully.  It  is  unethical  for  a physician  to  profit 
from  medical  care  provided  by  others  (as  in  fee- 
splitting or  receiving  a kickback)  and  we  must 
carefully  consider  the  ethics  of  profiting  from  the 
reduction  of  the  level  or  the  amount  of  care.  It 
seems  appropropriate  for  the  medical  staff  of 
each  hospital  to  be  prepared  for  this  problem. 

Issue:  It  was  recommended  that  the  AMA  rep- 
resentatives to  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  (JCAH)  be  instructed 
to  try  to  amend  the  standards  so  that  the  chief 
executive  officer  of  the  hospital  may  be  invited  to 
meetings  of  the  medical  staff  executive  commit- 
tee without  a vote  and  that  during  executive  ses- 
sions the  administrator  may  be  invited  to  stay  or 
leave.  The  House  of  Delegates  adopted  this  poli- 

Comment:  This  seems  like  an  appropriate  j)olicy 
which  may,  in  fact,  be  hajipening  now,  but  it  is 
proper  to  codify  it. 

Issxie:  Ehe  Hospital  Medical  Staff  Section  asked 
the  AMA  special  task  force  on  malpractice  to 
consider  any  and  all  forms  of  solutions  to  the 
malj)ractice  crisis  and  to  inldrm  the  ])ublic  of  the 
deleterious  effects  of  the  crisis  on  the  cjuality  and 
cost  of  medical  care.  It  was  recognized  that  pa- 
tients injured  by  negligence  should  be  justly  and 
promptly  comj)ensated  without  adversely  affect- 
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ing  the  entire  health  care  system.  The  House  of 
Delegates  adopted  this  policy. 

Comment:  This  was  the  result  of  a good  deal  of 
intense  feeling  about  the  malpractice  crisis.  In- 
deed, the  special  task  force  already  is  working  on 
all  of  the  recommended  actions. 

Issue:  It  was  recommended  that  the  AMA  en- 
courage and  support  the  development  of  new 
and  innovative  methods  of  reimbursement.  En- 
dorsement for  general  application,  however, 
should  be  limited  to  those  demonstrated  to  pro- 
mote the  quality  of  care  and  to  be  cost  effective. 
The  AMA  should  express  its  profound  reserva- 
tions about  the  diagnosis  related  group  (DRG) 
system  and  monitor  the  system  to  make  construc- 
tive suggestions.  The  House  of  Delegates 
adopted  this  policy. 

Comment:  The  AMA  already  has  in  place  a 
monitoring  system  for  DRGs.  The  remainder  of 
this  resolution  reaffirms  the  AMA’s  position  as  a 
contemporarv  organization  attempting  to  deal 
with  present  problems  on  a realistic  basis  and 
gives  lie  to  its  occasionally-perceived  reactionary 
position. 

Issue:  It  was  recommended  that  the  AMA  in- 
vestigate the  lawsuits  brought  by  some  inner-city 
hospitals  against  the  Department  of  Health  and 
Human  Services  for  failing  to  adjust  payments  to 
account  for  the  high  proportion  of  indigent  and 
low-income  patients  and,  if  these  suits  are  merito- 
rious, that  the  AMA  consider  supporting  them. 

Ehe  House  also  adopted  this  as  policy. 

Comment:  The  lack  of  funding  for  the  care  of 
low-income  patients  is  a by-product  of  the  cost 
containment  atmosphere  in  general  and  the  DRG 
system  in  particular.  A California  court  recently 
has  found  for  a hospital  against  the  Department 
of  Health  and  Human  Services.  Whether  this  will 
be  appealed  or  even  set  a precedent  is  not  clear.  I 
think  that  it  is  the  responsibility  of  physicians 
individually  and  collectively  to  try  to  insure  that 
all  persons  have  access  to  high  quality  medical 
care.  The  Rhode  Island  Medical  Society  on  the 
state  level  and  the  AMA  on  the  national  level 
must  assume  an  activist  role  in  these  issues. 

Ten  resolutions  were  referred  to  the  HMSS 
Governing  Council  for  evaluation  and  report. 
These  will  be  presented  at  the  next  meeting  of  the 
section  in  December.  They  dealt  with  such  sub- 
jects as  medical  staff-trustee  relationships,  medi- 
cal wills,  medical  staff  bylaws,  the  hospital  and 
staff  liability  insurance,  among  others.  A number 


of  reports  from  earlier  meetings  were  debated 
and  filed  or  adopted. 

As  can  be  seen  there  was  a great  deal  of  discus- 
sion and  action  at  the  section  meeting.  This  semi- 
annual meeting  just  preceding  the  AMA  House 
of  Delegates  meeting  is  an  excellent  forum  to 
introduce  to  the  AMA  new  ideas  relating  to 
medical  care  and  hospitals.  It  is  an  outstanding 
learning  experience.  Every  hospital  in  Rhode  Is- 
land should  consider  sending  a representative  to 
the  next  meeting  in  Washington  DC  in  Decem- 
ber. Only  by  participating  will  our  voices  be 
heard. 

A separate  report  of  the  actions  of  the  AMA 
House  of  Delegates  will  be  presented  by  the 
Rhode  Island  delegates  and  published  in  the 
Rhode  Island  Medical  Journal.  It  will  consider  the 
many  other  resolutions  and  policies  adopted. 

The  Rhode  Island  Medical  Society  is  encourag- 
ing participation  at  the  state  level  by  hospital 
medical  staffs  in  the  policy-making  body,  the 
House  of  Delegates.  Each  hospital  staff  may  send 
one  delegate  to  the  House,  which  meets  three 
times  a year.  The  next  House  meeting  is  to  be 
September  12.  The  delegate  must  be  an  active 
member  of  the  Rhode  Island  Medical  Society, 
and  within  three  years,  75  per  cent  of  the  active 
staff  must  be  members.  If  undesirable  changes 
occur  in  the  practice  of  medicine  and  you  as  indi- 
viduals and  collectively  as  members  of  hospital 
staffs  have  not  joined  the  Rhode  Island  Medical 
Society  and  the  AMA  and  have  not  participated  at 
least  to  the  extent  of  voicing  your  opinion,  then 
you  cannot  cast  blame. 

Rhode  Island  is  a unique  state  in  many  ways.  It 
is  small  both  in  geography  and  in  the  size  of  the 
medical  community.  The  AMA  Delegate  is  Doc- 
tor John  Cunningham  of  Pawtucket  and  the 
alternate  is  Doctor  Charles  Shoemaker  of  New- 
port. As  president,  I also  serve  as  an  alternate 
delegate.  Many  of  you  are  probably  acquainted 
with  one  of  us.  If  not,  we  welcome  your 
friendship.  Please  call  any  or  all  of  us  to  discuss 
your  concerns.  Bring  your  issues  to  your  county 
medical  society  and  through  it  to  the  Rhode  Is- 
land Medical  Society  House  of  Delegates.  Work 
through  your  specialty  society,  which  also  sends  a 
delegate.  Send  a delegate  from  your  hospital 
staff.  Times  are  changing  too  quickly  for  you  not 
to  be  involved. 

Herbert  Rakatansky,  MD 
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ANNUAL  MEETING  — 1985 


Presidential  Address 


Paul  J.  M.  Healey,  MD 


In  his  thought-provoking  treatise,  The  Social 
Transformation  of  American  Medicine,  Paul  Starr 
points  out  that  for  most  of  the  20th  century  physi- 
cians were  the  only  group  of  professionals  who 
were  able  to  retain  the  waning  tradition  of  inde- 
pendence. Until  the  1980s,  American  physicians 
could  control  their  destinies,  but  now  many  doc- 
tors are  contemplating  mid-life  career  changes  as 
the  result  of  competition  from  their  peers,  in- 
creasingly restrictive  hospital  privileges,  the 
corporate  takeover  of  medical  practice,  and  the 
problems  of  professional  liability.  The  greatest 
frustration  for  many  of  us  is  the  loss  of  self- 
determination  resulting  from  decisions  made  by 
such  groups  as  the  Health  Care  Financing  Ad- 
ministration, Blue  Cross  &c  Blue  Shield,  and 
hospitals.  Despite  the  frustrations  these  daily  en- 
counters cause,  however,  we  must  always  remem- 
ber that  our  ultimate  objective  is  to  serve  as  the 
advocate  of  our  patients.  Toward  this  end,  we 
have  focused  our  efforts  in  three  arenas  during 
the  past  year:  improving  communication,  both 
inside  and  outside  the  Society;  using  limited  re- 
sources more  effectively;  and  reducing  con- 
frontation. While  many  of  the  results  of  this  mul- 
tifaceted approach  remain  to  be  seen,  I believe 
that  it  has  strengthened  the  Society  considerably 
so  that  we  may  continue  to  meet  the  many  chal- 
lenges affecting  the  well-being  of  our  patients. 

Communication 

It  became  clear  that  Rhode  Island  physicians 
were  especially  concerned  about  several  key 


Paul  J.  M.  Healey,  MD,  President  of  the  Rhode  Island 
Medical  Society  during  1984-1985 , is  in  the  private 
practice  oj  surgeiy  in  Pawtucket,  Rhode  Island.  This 
paper  is  based  on  his  formal  address  to  the  174th 
Annual  Meeting  of  the  Rhode  Island  Medical  Society, 
May  29,  1985,  Providence. 


issues  as  indicated  in  my  June  1984  survey  of  both 
members  and  non-member  physicians.  Among 
other  issues  cited  were  reimbursement  problems 
with  Blue  Cross  & Blue  Shield  of  Rhode  Island, 
skyrocketing  malpractice  premiums,  govern- 
ment regulations  and  restrictions  on  the  private 


practice  of  medicine,  and  the  perceived  over- 
supply of  physicians,  ie,  the  so-called  “doctor 
glut.” 

Fo  deal  elfectively  with  each  of  these  issues  and 
other  problems,  it  quickly  became  clear  that  a new 
form  of  administration  would  be  necessary.  Fhe 
Ad  Hoc  committee  on  the  Constitution  and 
Bylaws  was  charged  with  developing  the  means  to 
oj)erate  the  Society  in  a more  business-like 
fashion  and  to  encourage  new  leadershij)  from 
among  our  ranks.  Fhe  House  of  Delegates  has 
just  approved  substantial  revisions  which  stream- 
line the  f unctioning  of  the  House  and  the  C-oun- 
cil,  grant  representation  for  the  first  time  to  hos- 
pital medical  staffs  in  the  House,  and  lemove 
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antiquated  language  from  the  bylaws.  The  bylaws 
revision  reflects  national  recognition  of  the  grow- 
ing importance  of  hospital  medical  staffs  as  indi- 
cated by  the  1983  creation  of  the  AM  A Section  on 
Hospital  Medical  Staffs  (HMSS)  and  the  estab- 
lishment of  similar  sections  by  16  state  medical 
associations. 

Other  RIMS  committees  have  worked  diligent- 
ly on  numerous  aspects  of  medical  practice,  and 
many  of  their  activities  are  all  too  often  taken  for 
granted.  RIMS  members  have  addressed  issues 
related  to  aging,  cancer,  continuing  medical 
education,  sports  medicine,  medical  economics, 
relationships  with  the  Rhode  Island  Bar  Associa- 
tion, mental  health,  allied  health  professionals, 
publications,  and  occupational  health.  Moreover, 
there  has  been  the  extraordinarv  time  and  effort 
spent  by  ad  hoc  committees  on  the  Hayes  Street 
property,  bylaws,  tort  reform,  the  Board  of 
Medical  Review,  and  Blue  Caoss  & Blue  Shield. 

Some  tangible  results  have  been  achieved  for 
the  benefit  of  all.  Of  note  is  the  fact  that  the 
Rhode  Island  Department  of  Social  and  Rehabil- 
itative Services,  as  the  result  of  meetings  with  the 
RIMS  Medical  Economics  Committee,  has 
approved  an  upgraded  fee  schedule  for  the  care 
of  Medicaid  patients.  This  collaborative  effort 
stands  out  in  stark  contrast  to  the  recent  demon- 
stration faced  by  our  colleagues  in  Massachusetts 
who  were  invaded  during  their  recent  annual 
meeting  by  the  poor,  the  elderlv,  and  the  disen- 
franchised. 

Before  election  day  last  November,  RIMS 
sponsored  a series  of  breakfast  meetings  with  the 
gubernatorial  contenders.  Our  views  on  medical 
problems  in  Rhode  Island  and  such  pressing 
issues  as  malpractice,  the  Board  of  Medical  Re- 
view, the  Joint  Underwriting  Association,  and 
state  regulatory  agencies  received  considerable 
ventilation.  Of  more  importance,  however,  was 
the  develojmient  of  a close  working  relationship 
between  the  executive  staff  of  the  Society  and  the 
administrative  staff  of  the  newly-elected  gov- 
ernor. Also  on  the  political  front,  several  meet- 
ings were  held  with  the  Washington  staff  of  Sena- 
tor John  C.hafee,  the  leading  advisor  on  health 
issues  in  the  Senate  Finance  Committee.  Areas  of 
principal  concern  during  these  discussions  con- 
tinue to  center  on  federal  involvement  with  pro- 
fessional liability,  the  fiscal  problems  plaguing 
Medicare  and  the  other  entitlement  programs, 
and  antitrust  restraints  against  physicians  in  their 
efforts  to  control  medical  costs. 

Moreover,  the  Society’s  involvement  with  the 
Rhode  Island  Cieneral  Assembly  and  health  leg- 


islation has  been  overwhelming.  More  than  200 
bills  on  “health-related”  matters  have  been  re- 
viewed by  staff  and  the  Public  Laws  Committee. 
As  the  result  of  countless  hours  of  lobbying  and 
testifying,  our  concerns  have  been  registered  on 
such  issues  as  seat  belts,  “happy  hour”  legislation, 
motorcycle  helmets,  boxing,  a hill  permitting 
optometrists  to  administer  therapeutic  drugs, 
and  the  911  emergency  phone  referendum,  to 
name  only  a few.  While  we  have  not  been  com- 
pletely successful,  our  voices  have  been  heard 
and  the  lawmakers  wiser  for  our  counsel. 

Resources 

The  Rhode  Island  Medical  Society  cannot  deal 
ef  fectively  with  f uture  problems  without  stronger 
financial  support.  The  tremendous  need  for  staff 
time  and  the  expenditure  of  monetary  and  man- 
power resources  should  be  obvious.  Although  the 
cost  of  Society  operations  has  increased  because 
of  inflation,  new  programs,  and  new  people, 
there  have  been  no  dues  increases  in  three  years. 
The  Rhode  Island  Medical  Society  Foundation 
obtained  more  than  $40,000  in  contributions 
made  by  recipients  of  the  Barry  case  settlement. 
While  the  donations  were  gratefully  acknowl- 
edged, they  represent  less  than  five  per  cent  of 
the  total  awards  to  Rhode  Island  physicians  re- 
sulting from  the  landmark  US  Supreme  Court 
decision  involving  the  1975  case  Barry  et  al  vs  St. 
Paul  Fire  and  Marine  Insurance  Company  et  al. 

Perhaps  the  most  dramatic  effect  on  the  Socie- 
ty’s resources  resulted  from  the  overwhelming 
approval  by  the  House  of  Delegates  in  April  of  a 
special  $100  assessment  to  finance  a public  rela- 
tions campaign  targeted  toward  the  malpractice 
crisis.  This  campaign  includes  a contract  with 
Duffy  Sc  Shanley,  Inc.  The  program  has  been 
undertaken  to  counteract  the  impact  of  much  of 
the  negative  press  received  by  the  profession. 

As  the  result  of  the  Society’s  efforts,  the  re- 
sources of  individual  members  also  have  been 
improved.  The  Provider  Cash  Management 
Program  negotiated  with  Blue  Cross  8c  Blue 
Shield  of  Rhode  Island  is  intended  to  provide  an 
improved  cash  flow  for  participating  doctors. 
Moreover,  an  ad  hoc  committee  on  Medicare 
reimbursement  is  holding  a series  of  continuing 
meetings  with  Blues  representatives  to  resolve 
continuing  problems  with  Medicare  payments. 

Confrontation 

While  the  public  may  well  remember  the  1980s  as 
an  era  of  such  spectacular  medical  advances  as 
liver  transplants  and  artificial  hearts,  the  profes- 
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sion  will  recall  the  decade  as  one  of  mounting 
tension.  The  degree  and  amount  of  confronta- 
tion affecting  the  quality  of  medical  care  can  only 
be  expected  to  grow  as  physicians  and  their  pa- 
tients raise  concerns  about  the  cost  of  medical 
care.  Other  thorny  issues  include  competition 
among  physicians  resulting  from  the  “doctor 
glut,”  the  rapid  growth  of  proprietary  hospitals 
and  chains,  the  use  of  an  expanding  (and  more 
expensive)  technology,  and  widespread  changes 
in  the  reimbursement  system.  For  many  physi- 
cians the  fun  of  medical  practice  has  disappeared, 
and  I believe  that  this  is  a major  issue  that  must  be 
faced  by  both  state  and  national  leaders. 

The  Board  of  Medical  Review  and  the  Joint 
Underwriting  Association 

The  Board  of  Medical  Review  must  strengthen  its 
internal  operating  procedures  and  improve 
liaison  with  the  Joint  Underwriting  Association  if 
it  is  to  regain  credibility  with  the  profession  and 
the  general  public.  Established  in  1976  as  the 
state’s  “watchdog”  agency  for  licensed  physicians, 
the  Board  is  empowered  to  investigate  com- 
plaints against  physicians  and  to  revoke  licenses 
when  justified.  It  recently  has  come  to  public 
attention  as  the  result  of  local  press  coverage  of 
an  editorial  in  xhe  N ew  England  Journal  of  Medicine 
in  which  Rhode  Island  was  ranked  45th  in  terms 
of  actions  taken  during  1982  by  state  regulatory 
boards. 

While  the  effectiveness  of  the  Board  cannot  be 
evaluated  solely  in  terms  of  the  number  of  licen- 
sure actions,  its  credibility  is  questionable,  espe- 
cially in  view  of  reports  that  a comparatively  small 
number  of  physicians  were  responsible  for  a large 
proportion  of  paid  JUA  claims  and  settlements. 
According  to  recent  data,  the  JUA  to  date  has 


paid  roughly  $19  million  in  claims,  of  which  24 
per  cent  is  traceable  to  1 1 physicians.  Governor 
Edward  DiPrete  has  recommended  transferring 
the  Board  to  the  Rhode  Island  Department  of 
Health  under  his  comprehensive  budget  propos- 
al. The  Board  currently  is  an  independent  agency 
reporting  directly  to  the  Rhode  Island  General 
Assembly. 

Moreover,  the  Joint  Lhiderwriting  Association 
also  presents  considerable  difficulties  for  many 
physicians,  especially  in  the  wake  of  news  of  an 
anticipated  135  per  cent  rate  hike  for  the  pre- 
mium year  1985-1986.  While  the  JUA  is  legally 
required  to  underwrite  malpractice  insurance  for 
all  licensed  Rhode  Island  physicians,  we  are  con- 
cerned about  the  potential  public  health  threat,  to 
say  nothing  of  the  effect  on  our  premium  rates, 
presented  by  physicians  with  a history  of  multiple 
suits.  I should  suspect  that  a stronger  liaison  be- 
tween the  JUA,  which  refuses  to  function  as  a 
“secondary  licensing  agency”  for  understandable 
reasons,  and  the  Board  of  Medical  Review  would 
protect  the  health  of  our  patients  by  forcing  many 
of  these  physicians  from  practice.  After  more 
than  ten  years  of  underwriting  experience,  the 
time  also  has  come  for  the  JUA  to  investigate 
more  innovative  underwriting  programs  and  to 
initiate  more  aggressive  risk  management  activi- 
ties. 

In  closing,  I must  add  that  it  truly  has  been  an 
honor  to  serve  you,  the  members  of  the  Rhode 
Island  Medical  Society,  during  the  past  year.  I 
shall  treasure  the  many  friendships  I have  made 
during  my  term  of  office  and  remain  grateful  for 
your  continuing  support.  I am  confident  that 
Doctor  Rakatansky  and  his  officers  will  also  re- 
ceive your  enthusiastic  backing  as  they  face  the 
difficult  issues  ahead. 


1 


August,  1985  — \'ol.  68 


359 


Now  here’s  [ 

a loan  approval  committee 
you  can  work  with. 


Dick  G.  Boenning,  Vice  President,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor.  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 


So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 
Rhode  Island’s  largest,  most  experienced  AAA 




bank.  To  find  out  what  Private  Banking  at 
Fleet  can  mean  for  you,  call  Dick  Boenning 
at  278-6537,  or  Debbie  MacMillan,  Loan 
Officer,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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The  Human  Tumor  Colony  Forming  Assay: 
Review  and  Ciinical  Applications 

Method  Promises  to  Provide  Significant  Laboratory  Information 
in  Determining  Appropriate  Chemotherapy 


John  K.  Triedman,  MD 
Gary  B.  Witman,  MD 
Darwin  O.  Chee,  ScD 
Leonard  J.  Triedman,  MD 


As  it  is  difficult  to  predict  the  response  of  tumors 
to  antineoplastic  agents,  therapeutic  drug  selec- 
tions often  are  based  on  the  mechanisms  of  phar- 
maceutical action  and  on  empirical  data  available 
from  tumor  registries  and  other  sources.  The 
probability  of  clinical  response  to  even  the  most 
appropriate  agents  for  a given  tumor  may  be 
quite  low,  leading  to  therapeutic  failure,  unneces- 
sary exposure  to  toxic  side  effects,  and  the  loss  of 
valuable  time  for  alternative  therapy. 

The  concept  of  in  vitro  chemosensitivity  testing 
of  cancer  cells  is  analogous  to  clinical  antibiotic 
testing.  Unlike  antibiotic  testing,  however,  pa- 
tients with  similar  tumor  types  frequently  dem- 
onstrate highly  variable  clinical  responses  to 
chemotherapy.'  Moreover,  in  vitro  testing  of 
tumors  which  appear  to  be  identical  upon  histo- 
logical examination  reveals  different  response 
rates  for  drug  uptake,  metabolism,  and  chem- 
otherapeutic sensitivity.^’^  To  be  useful,  an  in  vit- 
ro chemosensitivity  test  should  be:  1)  specific  for 
malignant  cells;  2)  capable  of  measuring  irrepa- 
rable tumor  cell  damage  in  a reproducible  man- 


John  K.  Triedman,  BA,  is  a graduate  of  the  Han<ard 
Medical  School,  Boston,  Massachusetts. 

Gary  B.  Witman,  MD,  is  President,  Oncology  Labo- 
ratories, Die,  West  Warunck,  Rhode  Island. 

Darwin  ().  Chee,  ScD,  is  Vice-President,  Oncology 
Laboratories,  Inc.,  West  Warunck,  Rhode  Island. 

Leonard  J.  Triedman,  MD,  is  Associate  Clinical  Pro- 
fessor of  Surgery,  Brown  University  Program  in  Medi- 
cine; The  Miriam  Hospital,  Providence,  Rhode  Island. 


ner;  3)  capable  of  correlating  with  the  clinical 
response  in  individual  patients;  and  4)  logistically 
practical  in  terms  of  expense,  time,  and  tech- 
nique. 

Various  in  vitro  systems  for  the  prediction  of 
chemosensitivity  have  been  devised,  including 
assays  of  cell  morphology  in  monolayer  culture, 
dye  exclusion,  measurement  of  enzymatic  activ- 
ity, rate  of  uptake  of  radioactively-labeled  DNA 
precursors,  and  short-term  cell  proliferation. 
While  the  results  of  these  in  vitro  assays  have 
demonstrated  strong  correlations  with  the  clini- 
cal condition,  there  is  still  much  room  for  im- 
provement. 

Human  Tumor  Colony  Forming  Assay 

In  1977  Hamburger  and  Salmon  developed  an  in 
vitro  technique  for  growing  a variety  of  human 
tumor  cells,  the  clonogenic  or  human  tumor  col- 
ony forming  assay  (HTCFA).®’'  It  is  based  on  the 
premise  that  malignant  cells  within  a tumor  tissue 
are  clonogenic,  ie,  capable  of  forming  clones  in 
the  soft  agar.  T his  assumption  was  derived  from 
the  stem  cell  model  of  tissue  growth  which  pos- 
tulates that  growing  and  renewing  tissues  (eg, 
bone  marrow,  gut  mucosa,  and  tumor)  contain  a 
small  sidipopidation  of  undifferentiated,  plu- 
ripotent  stem  cells  capable  of  replicating  into  a 
variety  of  non-reproductive  progenies.”’ 

A stem  cell  may  be  either  actively  jjroliferating 
or  dormant.  If  tissue  homeostatis  is  described  as  a 
steady  state  between  the  numbei’  of  stem  cells 
j)roliferating  and  those  in  attrition,  neoplastic 
growth  may  be  viewed  as  a disruption  of  this 
state."’  Uvidence  foi  the  importance  of  stem  cells 
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in  malignancy  include:  1)  correlations  between 
the  tumor  grade  on  histological  examination  and 
such  indices  of  proliferation  as  the  mitotic  index 
and  tritiated  thymidine  uptake;'^  2)  karotypic 
evidence  that  a tumor  represents  the  clonal 
growth  of  a relatively  small  number  of  progenitor 
cells  and  that  only  a small  fraction  (0.001-3.0  per 
cent)  of  tumor  cells  are  clonogenic;  and  3)  the 
fact  that  subpopulations  of  tumor  cells  can  be 
identified  by  cell  markers  and  physical  char- 
acteristics.’^ 

The  practical  implication  of  the  stem  cell 
theory  is  that  tumor  stem  cells  represent  the 
target  of  curative  cancer  therapy.  Accordingly,  a 
successful  in  vitro  chemosensitivity  assay  must  be 
capable  of  measuring  the  effect  of  chemotherapy 
agents  on  these  cells  in  vivo. 

The  methodology  of  the  HTCFA  is  relatively 
simple.  Sterile  tumor  specimens  from  solid 
nodules,  malignant  effusions,  washings,  or  mar- 
row aspirates  are  processed  into  a suspension  by 
mincing,  by  other  mechanical  techniques,  or  by 
enzymatic  disintegration  with  collagenase  and 
DNAase.’^  Chemosensitivity  is  assessed  by  in- 
cubating the  tumor  cell  suspension  with  the  phar- 
maceutical agent  for  an  hour.  An  alternate  tech- 
nique involves  exposing  the  cells  to  the  drug  con- 
tinuously during  a tissue  culture  of  the  tumor 
cells.  Replicates  are  carried  out  using  drug  con- 
centrations based  on  those  that  are  achievable  in 
VIVO.  The  cell  suspension  is  placed  in  soft  agar 
tissue  culture  medium  over  a base  feeder  layer 
and  incubated  for  10-20  days.  Tumor  colonies 
larger  than  10-30  cells  are  counted  by  hand  or  by 
computerized  image  analysis.”’ 

If  the  tumor  has  been  successfully  cultured,  a 
control  plate  not  exposed  to  drugs  will  have  30  or 
more  tumor  colonies  which  serve  as  a reference 
tor  treated  cultures.  A positive  response  to  a drug 
is  arbitrarily  defined  as  the  number  of  colonies  on 
a treated  plate  that  is  70  per  cent  less  than  that  of 
the  control  plate.  Other  methods  for  quantifying 
in  vitro  response  also  have  been  proposed.’' 

The  number  of  colonies  formed  per  number  of 
viable  cells  plated  is  called  plating  efficiency.  This 
has  been  found  to  be  0.001-3.0  per  cent  of  viable 
cells  in  tumors  of  epithelial  origin.  In  three  series 
ol  a large  number  of  cases,  50  per  cent  of  these 
tumor  specimens  had  adequate  growth  on  a con- 
trol plate  (ie,  at  least  30  colonies)  for  chemosensi- 
tivity testing.^’  Low  plating  efficiency  may 
be  related  to  a small  fraction  of  clonogenic  cells  in 
the  tumor  population,  damage  to  clonogenic  cells 
in  the  process  of  creating  a cell  suspension,  or 
inadequate  culture  techniques. 


Plating  efficiency  has  been  improved  by  intro- 
ducing defined  growth  factors  and  nucleic  acid 
procursors  into  the  tissue  culture  medium.  Var- 
ious techniques  are  under  study  for  enriching  the 
growth  medium  and  augmenting  the  stem  cell 
component  of  the  plated  cells  by  physical 
means.’"'’’ As  culture  techniques  are  not  yet 
optimal,  higher  plating  efficiencies  may  be  attain- 
able. 

Clinical  Applications 

Clinical  application  of  the  HTCFA  is  causing  con- 
siderable excitement  and  controversy  among 
oncologists.  During  the  development  of  the  assay, 
it  was  observed  that  the  tumor  specimens  were 
distinct  in  their  in  vitro  responses  to  various  ther- 
apeutic drugs  and  that  these  chemosensitivity 
patterns  mimic  the  patterns  seen  in  empirical 
clinical  trials. In  a retrospective  study  of  nine 
patients  with  myeloma  and  nine  patients  with 
recurrent  ovarian  carcinoma,  there  was  a strong 
correlation  between  the  clinical  and  in  vitro 
responses."^’  In  a subsequent  retrospective  clini- 
cal study  of  a larger  group,  it  was  found  that 
69-80  per  cent  of  the  cultures  sensitive  to  a par- 
ticular drug  were  “true  positive”  while  95- 1 00  per 
cent  of  the  cultures  resistant  to  a particular  drug 
in  vitro  were  “true  negative. 

In  a prospective  study  to  determine  the  predic- 
tive value  of  the  HTCFA  carried  out  by  Van  Hoff 
et  al,  a relationship  between  the  probability  of 
clinical  response  and  decreased  survival  of  treat- 
ed specimens  in  vitro  was  seen.’^'  A prospective, 
correlative  study  by  Kern  et  al  in  1983  on  a variety 
of  tumors  reported  an  84  per  cent  true  positive 
rate  and  a 92  per  cent  true  negative  rate.“^  A 
recent  review  of  the  HTCFA  by  Salmon  strength- 
ens the  evidence  that:  1)  colonies  grown  in  the 
assay  constitute  tumor  cells,  2)  these  cells  are  self- 
renewing  stem  cells,  3)  the  chemosensitivity  pro- 
files of  pathologically  similar  tumors  are  distinc- 
tive, and  4)  a series  of  clinical  trials  on  a variety  of 
tumor  types  has  shown  a true  positive  clinical 
correlation  in  7 1 per  cent  and  true  negative  in  91 
per  cent  of  the  clinical  trials.^” 

Among  the  potential  issues  affecting  the  clini- 
cal application  of  chemosensitivity  testing  is  the 
heterogeneous  character  of  metastatic  tumors.'^” 
Investigators  performing  paired  assays  on  pri- 
mary and  metastatic  tumors  have  noted  signifi- 
cant differences  between  the  two  types.  Schlag 
and  Schremel  observed  that  metastatic  lesions  are 
more  active  in  a human  cloning  assay  than  the 
corresponding  primary  tumor.'"”  Kern  et  al  noted 
discordance  in  chemosensitivity  trials  between 
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metachronous  specimens  of  tumor  taken  from 
the  same  patient  in  34  per  cent  of  the  cases. 

Other  theories  have  been  proposed  to  explain 
the  biological  implications  of  the  30  - 40  per  cent 
false-positive  value  seen  with  the  HTCFA.  The 
concentration  of  drug  achieved  in  vivo  may  not 
match  levels  tested  in  vitro  since  the  vascular 
supply  or  tumor  may  limit  the  dose.  Moreover,  as 
30  or  fewer  tumor  colonies  serve  as  the  control 
for  chemosensitivity  testing,  it  may  be  that  the 
assay  can  only  measure  a log  kill  of  1.0- 1.5  col- 
onies. Significantly  greater  cell  kills  may  be  neces- 
sary to  produce  a clinical  response. 

Various  Tumors 

Hematopoietic  Malignancies:  Techniques  for  the 
cloning  of  stem  cells  were  first  developed  in  1955 
with  the  work  of  Puck  and  Marcus  on  hemato- 
poietic cells.  Park  cloned  a murine  myeloma  for  in 
vitro  chemosensitivity  testing  in  1974.^^  The 
HTCFA  was  originally  described  as  a technique 
for  cloning  human  mveloma  cells.*’  The  first  pa- 
per to  indicate  the  clinical  value  of  the  test  re- 
ported results  in  nine  patients  with  hematopoietic 
malignancies.^*  Excellent  correlation  of  in  vitro 
and  clinical  responses  reported  in  that  study  have 
been  since  confirmed  by  Durie  et  al.^^  In  a series 
of  33  patients,  pretreatment  drug  sensitivities 
and  resistances  in  patients  with  multiple  myeloma 
were  correlated  with  duration  of  survival.  Park  et 
al  have  reported  several  in  vitro  studies  for  pre- 
dicting response  in  acute  non-lymphoblastic 
leukemia  in  which  single  and  multiple  drug  reg- 
imens were  tested  in  one-hour  and  continuous 
drug  exposure.  Concordance  as  reflected  by  the 
total  percentage  of  true  positive  and  true  nega- 
tive results  between  in  vitro  and  clinical  responses, 
ranged  from  71  to  92  per  cent.  The  HTCFA  is 
also  being  used  to  generate  colonv  forming  units 
in  patients  with  chronic  myelogenous  leukemia 
and  T-cell  acute  lymphocytic  leukemia. 

Ovarian  Cancers:  Ovarian  cancer  tends  to  pro- 
duce malignant  ascites  with  peritoneal  washings 
suitable  for  cloning  assay.  Alberts  et  al  studied  83 
cases  with  relapsing  ovarian  cancer  in  which  the 
response  rate  and  length  of  survival  were  signifi- 
cantly increased  in  the  group  of  patients  treated 
by  HTCT'A  drug  selection  compared  to  those  pa- 
tients treated  empirically.  No  other  indejjendent 
variables  were  identif  iecl  to  predict  this  increased 
survival.  Welander  et  al  used  the  H I (4  A for 
drug  selection  in  42  cases  of  untreated  primary 
ovarian  cancer.  I hese  were  subsecjuentlv  com- 
pared  prospectively  against  a standard  |)rotocol 
of  cyclophosphamide,  doxorubicin,  and  cisplatin 


(CAP).  Clinical  response  to  HTCFA  selected 
drugs  was  seen  in  84  per  cent  of  19  patients  as 
compared  to  65  per  cent  of  23  patients  who  re- 
sponded to  the  CAP  protocol.^  Bertelson  et  al 
calculate  that  more  than  32  per  cent  of  all  patients 
with  ovarian  cancer  could  benefit  from  HTCFA 
drug  selection.*' 

Breast  Cancer:  Hug  reported  on  4 1 patients  with 
breast  cancer  whose  tumors  and  normal  bone 
marrow  cells  were  assayed  by  the  HTCFA. An 
active  agent  was  chosen  by  the  test  in  39  per  cent 
of  the  cases.  Concordance  was  demonstrated  clin- 
ically in  7 1 per  cent  of  the  cases  and  in  90  per  cent 
of  cases  which  were  first  stratified  by  tumor  load. 
In  a supportive  study  Jones  found  that  the  clinical 
response  was  similarly  predictable.^'’  Evidence 
has  been  seen  for  the  activity  of  tamoxifen  and 
progesterone  in  vitro Investigators  have  noted 
inverse  correlations  between  patient  survival,  his- 
tologic grade  of  breast  cancer,  and  better  cloning 
efficiency  in  the  HTCFA. Low  or  absent 
estrogen  receptor  levels,  a poor  prognostic  fac- 
tor, also  correlate  with  better  growth  of  tumor 
cells  in  culture. The  lack  of  long-term  survival 
benefits  using  current  adjuvant  chemotherapy 
regimens  would  seem  to  offer  impetus  for  eval- 
uating new  agents  on  individual  tumor  speci- 
mens, especially  in  light  of  drug  antagonisms 
identified  by  the  assay. 

Melanoma:  Melanomas  grow  well  in  vitro  and 
have  been  used  in  new  drug  screening  trials.'’** 
Bregmar  et  al  have  made  use  of  the  HTCFA  to 
help  design  clinical  protocols.'’*  The  in  vitro  re- 
sponse of  melanoma  to  standard  chemotherapy 
agents  shows  a pattern  of  response  similar  to  that 
observed  clinically.'’"  In  a retrospective  trial  of  18 
patients  using  vindesine,  an  experimental  vinca 
alkaloid,  the  in  vitro  prediction  for  clinical  re- 
sponse of  metastatic  melanoma  showed  100  per 
cent  concordance.'’'^  A series  of  10  patients  has 
also  been  assessed  for  in  vitro  responses  to  a com- 
bination of  D I IC  chemotherapy  and  hyperther- 
mia, with  a 90  per  cent  clinical  concordance  in 
metastatic  disease.'’'^ 

Lung  Cancer:  In  view  of  the  high  incidence  of 
this  disease  and  the  generally  poor  resjjonse  to 
chemotherapy,  the  H’FCFA  may  offer  significant 
j)otential  for  selecting  the  appropriate  therapy. 
Fhe  biological  properties  of  lung  cancer  cells  cul- 
tured in  vitro  may  be  of  value  in  the  j)rognosis  and 
design  ol  radiotherajty  schedules. As  with 
other  e|)ithelial  tumors,  the  number  of  lung 
tumor  cell  colonies  formed  in  sof  t agai  has  been 
inverselv  correlated  with  survival  rates.*** 
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Head  and  Neck  Cancers:  The  medium  used  for 
tissue  culture  in  the  H TCFA  supports  bacterial 
growth.  Since  many  epithelial  tumors  of  the  head 
and  neck  erode  through  the  mucosa,  a significant 
number  of  tumor  specimens  from  these  body 
sites  are  contaminated  with  bacterial  flora.  Mat- 
tox and  Johns  have  observed  a correlation  be- 
tween high  plating  efficiency,  early  mortality, 
and  the  high  probability  of  recurrence."’ 

Colorectal  Cancer:  Kern  and  associates  have 
shown  that  in  vitro  growth  and  sensitivity  are 
correlated  with  metastatic  potential,  poorly  dif- 
ferentiated tumors,  and  advanced  stage  disease  at 
presentation.^^  At  Oncology  Laboratories,  Inc, 
HTCFA  is  also  being  used  in  the  screening  of  new 
chemotheraj))’  agents  for  use  with  these  tumor 
types. 

Renal  and  Urologic  Tumors:  Forty  to  80  per  cent 
of  urothelial,  renal,  testicular,  and  prostatic 
tumor  specimens  grow  in  vitro  culture.  CHinical 
correlations  between  in  vitro  chemosensitix  ity  and 
in  vivo  response  are  comparable  to  other  epithe- 
lial cancers. Consideration  should  he  given 
to  use  of  the  HTCFA  in  relapsed  testicular  cancer 
for  evaluating  sensitivitv  to  the  epidophyllotoxins 
(ie,  \T-16,  \'M-26).  It  may  also  be  useful  in  the 
pathologic  differentiation  of  benign  teratoma 
from  carcinoma  by  elaborating  tumor  markers.'^ 

Other  Applications 

The  H'FCFA  is  being  used  to  screen  investiga- 
tional chemotherapy  agents.  Preliminary  data  re- 
ported by  investigators  has  been  positive  and  the 
National  Cancer  Institute  is  conducting  prospec- 
tive trials  using  cell  lines  and  clinical  specimens 
with  positive  and  negative  controls.  To  date, 
apj)roximatelv  20  per  cent  of  the  experimental 
compounds  tested  have  shown  antitumor  activity 
in  the  HTC'.FA,  including  many  missed  by  the 
standard  murine  P388  leukemia  model  normally 
used  for  screening. 

Another  potential  application  for  the  HTCFA 
focuses  on  the  assessment  of  clinical  prognosis.  A 
siguificant  correlation  exists  between  histologic 
grade  and  plating  efficiency.*’^  Investigators  have 
observed  a correlation  between  highj^lating  effi- 
ciency and  early  patient  mortality.^'" '’**’ *’^  Con- 
versely, the  experience  in  our  laboratory  is  that 
specimens  which  grow  poorly  are  associated  with 
a more  favorable  prognosis.  Recurrent  tumors 
produce  more  colonies  than  primary  tumors,  and 
serial  studies  have  suggested  that  the  acquisition 
of  resistance  to  chemotherapy  agents  may  be  re- 
lated to  this  phenomenon. 


Discussion 

Considerable  evidence  is  presented  which  shows 
that  the  HTCFA  is  reproducible  and  useful  in 
patient  management.  Questions  have  been  raised 
concerning  the  problems  of  low  plating  efficien- 
cy, tumor  heterogeneity,  and  the  in  vitro  simula- 
tion of  pharmacologic  conditions  in  the  patient. 
These  problems  have  been  clearly  formulated  by 
investigators  in  several  laboratories.  Given  the 
developmental  stage  of  the  test  and  the  progress 
which  has  been  made  toward  defining  and  over- 
coming these  problems,  there  is  good  reason  to 
expect  that  they  will  be  surmounted. 

Data  from  retrospective  and  prospective  non- 
randomized  studies  have  shown  that  the  HTCFA 
is  capable  of  distinguishing  tumors  which  were 


Table  1.  — Indications  for  HTCFA 


Therapy  selection  in  tumors  resistant  to  current  chemotherapy 
regimens 

Selection  of  chemotherapy  in  patients  failing  first-line  drugs 

Screening  of  new  anti-cancer  drugs 

Research  tool  for  study  of  human  tumor  biology 


responsive  to  chemotherapy  from  those  which 
were  not.  The  H'FCFA  predicts  a positive  drug 
sensitivity  with  60-75  per  cent  accuracy,  similar  to 
the  positive  response  rate  of  the  estrogen  recep- 
tor assay  for  hormonal  manipulation  of  breast 
cancer.*’^’  Evidence  that  the  test  may  predict 
choice  of  a single  agent  or  combination  which 
results  in  a prolonged  patient  survival  will  require 
prospective  studies  with  larger  sample  sizes. 

It  has  also  been  well  demonstrated  that  the 
H'FCFA  is  very  accurate  in  predicting  resistance 
of  human  tumor  cells  to  a particular  chemother- 
apeutic agent.  It  obviously  is  necessary  to  avoid 
potentially  ineffective  drug  treatments  which 
may  result  in  futher  patient  morbidity  and  ex- 
pense. Although  the  analogy  between  the 
H'FCFA  and  antibiotic  sensitivity  testing  is  imper- 
fect, few  clinicians  would  choose  to  treat  a bacte- 
rial infection  with  an  agent  demonstrated  to  be 
ineffective  in  the  laboratory.  Current  indications 
for  use  of  the  H'FCFA  are  listed  in  Fable  1. 

Summary 

T he  rationales  for  the  clinical  use  of  the  human 
tumor  colony  forming  assay  (H'FCFA)  and  its 
application  for  screening  investigative  drugs  are 
reviewed.  Retrospective  results  of  the  assay  for 
predicting  drug  sensitivity  yield  a true-positive 
rate  of  approximately  70  per  cent  and  a true- 
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negative  rate  greater  than  90  per  cent.  Although 
problems  exist,  including  inadequate  number  of 
tumor  cells  and  tumor  cell  heterogeneity,  the 
HTCFA  promises  to  provide  significant  labora- 
tory data  in  determining  appropriate  chemother- 
apy, especially  in  those  clinical  situations  where 
chemotherapy  has  altered  the  natural  history  of 
malignant  disease. 
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Disclosure  of  Information  Concerning 
Chemical  Hazards  in  Rhode  Island 

Rhode  Island  Law  May  Be  Affected  Adversely  by  New  Federal  Regulations 


Leo  Uzych,  JD,  MPH 


Although  Rhode  Island  already  enjoys  statutory 
protection  pertaining  to  the  right  to  know  about 
chemical  hazards  found  in  the  workplace,  a 
November  1983  hazard  communication  prom- 
ulgated by  the  federal  Occupational  Safety  and 
Health  Administration  (OSHA)  may  preempt 
part  or  all  of  the  state  law. 

Serious  National  Problem 

Chemical  pollution  is  an  increasingly  serious 
problem  affecting  American  society.  It  has  been 
estimated  that  66,000  compounds  are  used  in 
industry  with  approximately  1 ,000  new  chemicals 
produced  annually.  The  chemical  and  petroleum 
industries  each  day  produce  about  275  million 
gallons  of  gasoline  and  2.5  million  pounds  of 
pesticides  and  herbicides.  In  1972  the  National 
Institute  for  Occupational  Safety  and  Health 
(NIOSH)  conducted  a National  Occupational 
Hazards  Survey  in  which  it  was  found  that  about 
25  million  American  workers  are  possibly  ex- 
posed to  one  or  more  of  the  nearly  8,000  identi- 
fied hazards.  As  many  as  40  to  50  million  Amer- 
icans may  have  been  exposed  at  some  point  to  one 
or  more  of  the  hazardous  chemicals  regulated  bv 
OSHA. 

The  exposure  of  millions  of  Americans  to 
hazardous  chemicals  poses  a serious  public  health 
menace.  I he  Bureau  of  Labor  Statistics  in  1977 
reported  apjjroximately  162,000  new  cases  of 
occupational  illness,  and  143,500  for  1978.  These 
data  do  not  include  the  number  of  workers  totally 
disabled  from  occujjational  illness  who  have  left 
the  work  force.  The  chemical  industry  in  1983 


Leo  Uzych,  JI),  MPH,  is  an  attorney  and  forensic 
consultant  in  private  practice  in  Wallingford,  Pennsyl- 
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reported  5.2  occupational  injuries  per  100  work- 
ers. A recent  study  has  reportedly  found  that 
areas  of  New  Jersey  where  toxic  waste  dumps 
were  located  demonstrated  significantly  higher 
mortality  rates  from  cancer,  up  to  50  per  cent 
higher  than  the  national  average.  The  federal 
Toxic  Substances  Strategy  Committee  has  attrib- 
uted more  than  20  per  cent  of  all  new  cancer  cases 
to  occupational  exposures  to  carcinogens.  An 
estimated  1 7,000  workers  die  each  year  from  can- 
cer caused  by  exposure  to  potentially  hazardous 
chemicals.  The  cost  of  the  disease,  including 
medical  expenses,  lost  income,  and  productivity, 
is  estimated  to  range  upwards  of  $30  billion 
annually. 

The  amount  of  hazardous  waste  currentlv 
generated  in  the  United  States  is  estimated  at 
between  150  and  275  million  metric  tons.  An 
estimated  90  per  cent  is  disposed  of  in  a manner 
representing  an  actual  or  potential  threat  to  the 
public  health.  The  Natural  Resources  Defense 
Council  in  New  York  estimates  that  of  the  50,000 
toxic  waste  dumps  in  the  United  States,  at  least 
14,000  of  these  sites  may  contaminate  soil  or  wa- 
ter supplies. 

State  Legislation 

Twenty-one  states  recjuire  that  employees  be  told 
about  the  hazards  of  tlie  materials  they  handle.  In 
some  instances,  local  governments  have  enacted 
community-wide  righl-to-know  laws  designed  to 
safeguard  the  health  of  the  public  from  liazards 
emanaling  from  the  workplace. 

The  Rhode  Island  legislation,  “4  he  Hazardous 
Substances  Right-to-Know  Act,”  was  aproved  bv 
the  (General  Assembly  in  May  1983.  \ arious 
amendments  to  the  law  which  mandate  sj)ecific 
communications  mechanisms  became  ef  fective  in 
May  1984.  An  emj)loyer  who  uses,  transports. 
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stores,  or  otherwise  exposes  workers  to  toxic  or 
hazardous  substances  must  obtain,  maintain,  and 
display  in  each  workplace  a list  of  all  such  sub- 
stances to  which  workers  mav  be  exposed.  “Haz- 
ardous substances”  is  defined  in  the  legislation  as 
any  chemical  substance  listed  in  the  latest  edition 
of  the  chemical  data  section  of  the  Fire  Protection 
Guide  on  Hazardous  Matenals,  published  by  the 
National  Fire  Protection  Association.  “Toxic  sub- 
stance” is  any  chemical  substance  listed  in  the 
latest  edition  of  Threshold  Limit  Value  for  Chemical 
Substances  in  the  ]Vork  Environment,  published  by 
the  American  Conference  of  Governmental  and 
Industrial  Hygienists,  and  the  list  of  carcinogens 
issued  by  the  International  Agency  for  Research 
on  Cancer. 

Each  employer  must  obtain  and  maintain 
chemical  identification  lists  containing  detailed 
information,  including  the  common  and  trade 
names  of  all  designated  substances,  cross- 
referenced  by  their  chemical  names,  used  in  the 
workplace.  “Designated  substance”  means  any 
substance  covered  by  the  right-to-know  law  in 
quantities  greater  than  two  gallons  or  ten  pounds 
within  the  workplace.  Carcinogens,  mutagens,  or 
teratogens  must  be  reported  if  the  concentration 
is  equal  to  or  greater  than  those  set  forth  in  the 
OSHA  standards.  Moreover,  each  emplover 
must  obtain  a material  safety  data  sheet  for  each 
designated  substance,  or  mixture  containing  the 
designated  substance,  conforming  to  OSHA 
Form-20.  “Mixture”  is  defined  in  the  law  as  anv 
solution  or  intimate  admixture  of  two  or  more 
subtances  which  do  not  react  chemically  with  each 
other. 

Labeling  requirements  are  a further  com- 
munication mechanism  written  into  the  Rhode 
Island  right-to-know  law.  The  employer  must  en- 
sure that  each  container  of  a designated  sub- 
stance present  in  or  leaving  the  workplace  is 
labeled,  tagged,  or  marked  with  the  contents, 
hazard  warnings,  and  the  name  and  address  of 
the  manufacturer  or  other  responsible  party  who 
can  provide  additional  information  and  ap- 
propriate emergencv  procedures,  if  necessary. 
“Container,”  as  used  in  the  law,  means  any  re- 
ceptacle or  formed  flexible  covering,  including 
bags,  barrels,  boxes,  cans,  cylinders,  drums,  car- 
tons, and  stationary  or  mobile  storage  tanks  used 
solely  for  the  storage  of  designated  substances. 
The  definition  does  not  include  containers  used 
as  equipment  where  such  designated  substances 
are  formulated,  chemically  produced,  or  other- 
wise processed  if  records  are  available  within  the 
immediate  area. 


Employees  are  accorded  certain  specific  rights 
under  the  Rhode  Island  right-to-know  law. 
Chemical  identification  lists  required  bv  the  law, 
material  safety  data,  or  both,  must  be  made  avail- 
able upon  request  for  examination  and  copving 
to  any  affected  employee.  If  the  requested  in- 
formation about  a designated  substance  or  mix- 
ture is  not  received  within  three  working  davs  of 
the  request,  the  employee  may  refuse  to  work 
with  or  be  exposed  to  the  designated  substance. 

The  right-to-know  law  also  provides  for  a train- 
ing and  education  program  for  employees.  Each 
employer  must  provide  employee  training  and 
education  programs  before  the  emplovee’s  initial 
assignment  designed  to  inform  him  about  the 
designated  substances.  Additional  instruction 
must  be  pro\  ided  whenever  the  employee  may  be 
routinely  exposed  to  additional  designated  sub- 
stances or  if  the  potential  for  exposure  is  in- 
creased. Training  must  include  the  nature  of  the 
hazards,  appropriate  work  practices,  protective 
measures,  and  emergencv  procedures. 

The  law  further  requires  that  certain  informa- 
tion be  provided  to  local  fire  departments,  in- 
cluding lists  of  work  areas  where  designated  sub- 
stances are  present,  the  chemical  and  common 
name  of  each  substance  regularly  used,  and, 
upon  request,  material  safety  data  sheets  for  each 
hazardous  or  toxic  substance  included  in  the  list. 

The  Department  of  Labor  is  authorized  to  pro- 
vide assistance  to  employers,  employee  organiza- 
tions, and  employees  in  the  development  and 
implementation  of  training  programs.  The  De- 
partment also  is  charged  with  providing  assist- 
ance and  consultation  to  employers  where  possi- 
ble in  the  completion  of  material  safety  data 
sheets  for  substances  and  mixtures. 

The  law  provides  for  the  creation  of  a perma- 
nent commission  on  hazardous  substances  in  the 
workplace.  The  purpose  of  this  commission  is  to 
oversee  and  studv  the  implementation  of  the  law, 
and  to  advise  the  General  Assembly  concerning 
methods  of  possibly  improving  its  implementa- 
tion and  purposes. 


Strengthening  the  Rhode  Island  Statute 

Because  an  estimated  40  to  50  million  Americans 
may  be  exposed  to  hazardous  chemicals,  one  way 
of  improving  the  effectiveness  of  the  right-to- 
know  legislation  with  respect  to  protecting  the 
public  health  is  through  the  enactment  of  com- 
munity-wide provisions.  All  persons,  including 
workers  as  well  as  members  of  the  public,  should 
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be  granted  a fundamental  right-to-know  when 
they  are  handling  or  may  be  exposed  to  hazard- 
ous substances  possibly  injurious  to  their  health. 
Knowledge  about  possible  chemical  hazards  may 
help  affected  persons  obtain  prompt,  adequate 
medical  care,  and  also  to  pursue,  when  appropri- 
ate, available  legal  remedies  under  state  worker 
compensation  programs  as  well  as  pertinent 
federal  laws.  Information  about  possible  expo- 
sure to  chemical  hazards  may  further  assist 
affected  persons  in  making  informed  decisions 
about  the  personal  costs  of  continuing  employ- 
ment or  residence  in  a particular  area. 

In  October  1984  the  Commonwealth  of  Penn- 
sylvania enacted  a comprehensive  community 
and  worker  right-to-know  law.  This  legislation 
specifically  recognizes  that  employees,  their  fami- 
lies, and  the  general  public  have  an  inherent  right 
to  know  about  recognized  and  suspected  health 
hazards  which  may  result  from  exposure  to  toxic 
substances,  so  that  they  may  make  intelligent  de- 
cisions concerning  the  continued  personal  costs 
of  employment  or  residence  at  a particular  place. 
The  New  Jersey  Workers  and  Community  Right- 
to-Know  Act  acknowledges  that  individuals 
themselves  often  are  able  to  detect  and  thus  mini- 
mize effects  of  exposure  to  hazardous  substances 
if  they  are  aware  of  the  identity  of  the  pertinent 
substances  and  the  early  symptoms  of  unsafe  ex- 
posure. Moreover,  the  New  Jersey  statute  pro- 
vides that  individuals  have  an  inherent  right  to 
know  the  full  range  of  the  risks  they  face  so  that 
they  may  make  reasoned  decisions  concerning 
their  employment  and  living  conditions. 

New  Federal  Regulations 

A November  25,  1983  “hazard  communication” 
published  in  the  Federal  Register  requires  all 
manufacturers  and  importers  of  chemical  prod- 
ucts to  provide  information  to  their  employees 
concerning  hazardous  substances  through  prop- 
er labeling,  material  safety  data  sheets,  training, 
and  access  to  written  records.  While  the  federal 
regulation  superficially  contains  many  desirable 
features,  in  many  ways  it  is  less  protective  of  the 
public  health  than  many  of  the  existing  state  and 
local  right-to-know  laws.  It  has  been  estimated, 
for  example,  that  workers  in  manufacturing  in- 
dustries accounted  for  less  than  30  j)er  cent  of 
total  employment  in  1978.  I he  federal  require- 
ment provides  no  protection  for  the  remaining 
70  per  cent  of  the  work  force  in  construction, 
agriculture,  transportation,  health  care,  public 
safety,  and  other  industries  and  services.  An  esti- 
mated 60  million  workers  are  conse(|uently  left 


unprotected  by  the  federal  hazard  communica- 
tion. 

Because  the  federal  communication  is  in- 
tended specifically  to  preempt  state  laws  about 
chemical  hazards  to  workers  in  manufacturing, 
there  are  legal  questions  concerning  the  possible 
preemption  of  the  Rhode  Island  right-to-know 
law,  as  well  as  similar  state  and  local  legislation  in 
general.  The  possible  impact  of  the  federal  reg- 
ulation in  Rhode  Island  and  elsewhere  is  present- 
ly uncertain  and  will  probably  be  determined  by 
the  courts.  A lawsuit  challenging  the  federal  reg- 
ulation has  been  filed  in  the  US  Court  of  Appeals 
for  the  Third  Circuit  by  a coalition  which  includes 
the  Public  Citizens  Health  Research  Group.  The 
lawsuit  claims  in  part  that  the  federal  require- 
ment is  arbitrary  and  capricious  by  failing  to  pro- 
vide adequate  information  to  workers  about 
occupational  hazards.  Several  states,  including 
Massachusetts,  New  York,  and  Illinois,  also  have 
filed  petitions  for  review  of  the  federal  hazard 
communication.  These  cases  have  been  consoli- 
dated with  the  Public  Citizen  lawsuit. 

It  is  evident  that  right-to-know  legislation  pre- 
sents timely  issues  of  major  societal  importance 
which  are  closely  associated  with  public  health 
policy  development.  For  this  reason,  the  medical 
community  should  become  knowledgeable 
about,  and  involved  with,  the  pertinent  issues  and 
emerging  legislation  in  this  field.  Attention 
should  be  focused  upon  potential  amendments  to 
the  Rhode  Island  right-to-know  law  to  include 
provisions  specifically  oriented  toward  the  com- 
munity at  large.  Further  attention  should  be 
directed  toward  possible  support  of  federal  leg- 
islation designed  to  create  a revised,  more  com- 
prehensive federal  hazard  communication. 
Right-to-know  protection  should  be  extended  to 
all  workers.  The  federal  communication  should 
be  revised  further  so  that  it  will  not  possibly 
preempt  state  and  local  right-to-know  laws  which 
are  relatively  more  protective  of  the  public 
health. 


Summary 

Rhode  Island  has  enacted  legislation  pertaining 
to  the  right-to-know  about  chemical  hazards  in 
the  workplace.  A hazard  communication  j)rom- 
ulgated  by  the  federal  government  in  November 
1983  may  exert  a still  uncertain  effect  on  the 
Rhode  Island  law.  Fhere  is  a need  for  a revised, 
more  comj)rehensive  federal  hazard  communica- 
tion. 
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Surgical  Neurectomy  for  the  Treatment 
of  Resistant  Painfui  Heel 

Experimental  Procedure  Promises  Excellent  Results  for  Difficult  Problem 


A.  A.  Savastano,  MD 


The  treatment  of  painful  heel  spurs,  like  the 
treatment  of  tennis  elbow,  is  troublesome  to  the 
orthopedic  surgeon  whether  conservative  or  op- 
erative management  is  employed.  The  pain 
associated  with  the  spur  is  caused  not  by  the  spur 
itself,  but  rather  by  an  adventitious  bursa  which 
develops  between  the  spur  and  the  fat  pad  of  the 
heel.  The  calcaneal  spur  on  x-ray  examination  is 
usually  seen  only  in  the  lateral  view  of  the  foot, 
appearing  as  a transverse  ridge  or  bar  of  bone  at 
the  anterior  plantar  edge  of  the  tuberosity  of  the 
calcaneous.  Usually  its  free  edge  is  sharp  and 
points  toward  the  toes.  It  develops  at  the  attach- 
ment of  the  plantar  fascia  and  extends  into  the 
fascia  itself. 

Three  different  types  of  calcaneal  spurs  have 
been  commonly  identified:  those  which  are  large 
and  painless;  those  which  are  large  and  painful; 
and  those  which  are  only  rudimentary  and  are 
seen  on  lateral  roentgenograms  as  irregular  pro- 
liferations of  the  bone  at  the  attachment  to  the 
plantar  fascia,  indicating  a fascitis.  Bursitis  may 
cause  similar  symptoms  in  the  absence  of  a spur. 
Large  and  painless  spurs  require  no  treatment. 
Painful  spurs  and  bursitis  should  be  treated  by 
conservative  measures  before  surgical  interven- 
tion is  considered.  The  pain  in  all  cases  is  referred 
to  the  center  of  the  bottom  of  the  heel  on  standing 
or  walking.  There  is  a trigger  point  of  tenderness 
on  palpation  over  the  spur. 

The  following  are  the  more  commonly  used 
forms  of  conservative  treatment:  raising  of  the 
shoe  heel,  hot  wet  packs,  sponge  foam  rubber 
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pads,  sponge  rubber  heel  pads  in  which  a trans- 
verse or  a circular  groove  has  been  cut,  cutting  of 
grooves  inside  the  shoe  at  heel  position,  arch  sup- 
ports, heel  cups,  and  local  injections  of  hydrocor- 
tisone. When  one  or  more  of  these  conservative 
measures  fails  to  relieve  the  pain,  surgical  in- 
tervention may  be  appropriate. 

The  operations  which  have  been  employed  in 
the  past  include  excision  of  the  spur,  fascial  re- 
lease, and  resection  of  the  heel  spur.  While  the 
operation  is  comparatively  simple,  the  recovery  is 
prolonged  and  generally  requires  at  least  two 
months  of  convalescence  before  patients  can  bear 
their  full  weight  comfortably.  There  are  cases 
that  have  not  been  relieved  of  pain  following 
surgical  excision  of  the  heel  spur.  Joe  DiMaggio  is 
reported  to  have  been  unable  to  play  baseball  for 
several  months  following  excision  of  a heel  spur. 
Moreover,  the  fascial  release  operation  results  in 
an  unacceptable  percentage  of  failures. 

After  reviewing  reports  of  neurotomy  of  the 
medial  calcaneal  nerve  for  recalcitrant  painful 
calcaneal  spurs,  this  author  familiarized  himself 
with  the  anatomy  of  the  medial  calcaneal  nerve  in 
amputated  lower  extremity  specimens. 

The  anatomy  of  the  posterior  tibial  nerve  and 
its  branches  with  particular  reference  to  the  me- 
dial calcaneal  branch  are  illustrated  in  figures  1 
and  2.  The  operation  consists  of  a jjartial  neurec- 
tomy of  the  medial  calcaneal  nerve,  which  is  the 
sensory  branch  of  the  posterior  tibial  nerve.  This 
nerve  supplies  the  medial  two-thirds  of  the  heel 
pad,  the  periosteum  of  the  spur  area,  and  the 
overlying  adventitious  bursa,  fhe  operation  may 
be  j)erformed  under  local  or  general  anesthesia, 
with  or  without  tournicjuet  control.  A bloodless 
field  is  j)referred.  The  patient  is  jjlaced  supine, 
and  a large  sandbag  is  jilaced  beneath  the  oppo- 
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site  hip.  The  transverse  incision  is  made  2.5  or  3 
cm  above  the  plantar  skin  of  the  heel  in  line  with 
the  posterior  border  of  the  internal  malleohis.  By 
careful  dissection,  the  medial  calcaneal  nerve  can 
easily  be  identified  by  locating  a sulcus  about  2.5 
cm  below  the  tip  of  the  internal  malleolus.  The 


Figure  1 


sulcus  is  partially  opened  and  one  or  two  branch- 
es of  the  nerve  are  identified,  fhe  nerve  is  traced 
on  its  inferior  side  until  it  fans  out  into  the  heel 
pad.  A 1 cm  portion  of  the  nerve  is  resected.  Fatty 
tissue  removal  is  kept  at  a minimum.  The  incision 
is  closed,  and  the  patient  returns  home  the  same 
day. 

In  some  cases  relief  may  be  immediate.  In 
others  partial  or  total  relief  may  not  become  evi- 
dent for  several  davs.  Fhe  excision  of  the  nerve 
produces  a hypesthesia  which  decreases  when 
collateral  innervation  develops  from  branches  of 
the  sural  and  medial  plantar  nerves. 

Results 

We  have  performed  this  operation  on  19  extrem- 
ities in  13  patients.  The  longest  follow-up  was  five 
years  and  the  shortest  8 months.  Of  the  19  pa- 
tients, 16  reported  excellent  results  with  total 
freedom  from  pain,  while  three  complained  of 
minor  pain,  but  definitely  were  improved.  All 
had  some  hypesthesia  on  the  medial  side  of  the 
heel.  Of  the  unilateral  cases,  four  were  per- 
formed on  the  left  foot  and  five  on  the  right. 
Seven  bilateral  procedures  were  performed  on 
males  and  six  on  females.  Subsequent  neurologi- 
cal examination  revealed  the  patients  to  be  able  to 
perceive  vibration,  pinprick,  and  light  touch. 


while  pinprick  and  light  touch  were  diminished. 
The  patients  in  general  accepted  the  numbness  in 
return  for  the  relief  of  pain  from  the  heel  spur. 
Sixteen  feet  obtained  excellent  results  while  three 
were  improved  with  mild  residual  discomfort. 

Complications  have  been  few.  There  were  no 
painful  neuromas  or  operative  scars.  As  some 
sensation  is  retained,  there  were  no  skin  break- 
downs. There  was  one  superficial  skin  infection 
during  the  immediate  postoperative  period 
which  cleared  with  appropriate  antibiotic  ther- 
apy. 


Figure  2 
Summary 

The  results  of  this  procedure  generally  appear  to 
be  good.  It  can  be  performed  either  at  an  ambula- 
tory surgical  center  or  in  an  inpatient  facility 
under  local  or  general  anesthesia.  Since  the  nerve 
in  question  is  small,  it  may  be  preferable  to  use 
general  anesthesia  and  tourniquet  control. 

Except  for  the  papers  listed  below,  there  have 
been  no  other  reports  of  this  procedure  in  the 
literature.  While  the  operation  may  be  termed 
experimental,  our  favorable  results  would  en- 
courage us  to  recommend  its  use  without  reserva- 
tion. 
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Hemoperitoneum  Associated  with 
Gaiibiadder  Rupture 

Should  Be  Considered  as  a Possibility  in  Patients  with  Acute  Cholecystitis 
Whose  Conditions  Suddenly  Deteriorate 


Kenneth  W.  Burchard,  MD 
Kenneth  E.  Liffmann,  MD 


Cholelithiasis  has  been  estimated  to  afflict  twenty 
million  Americans.*  The  complications  of 
cholelithiasis  generally  cited  are  acute  and  chron- 
ic cholecystitis,  cholangitis,  and  pancreatitis. 
Since  an  autopsy  reported  by  beared  in  1859, 
hemoperitoneum  as  a complication  of  cho- 
lelithiasis has  been  reported  24  times.  The  twen- 
ty-fifth case  is  presented  here  and  the  literature 
reviewed. 

Case  Report 

A 63-year-old  male  was  admitted  to  the  hospital 
because  of  abdominal  pain  of  twelve  to  eighteen 
hours’  duration,  ultimately  localizing  to  the  right 
upper  quadrant.  There  was  no  prior  history  of 
gastrointestinal  svmptoms.  A diagnosis  of  hvper- 
cholesterolemia  had  been  established  previously, 
and  the  patient  was  taking  Clofibrate. 

On  examination  his  blood  pressure  was  180/98 
mmHg,  pulse  88,  and  temperature  98.8°F.  Posi- 
tive findings  were  confined  to  the  abdomen 
which  revealed  well  localized  right  upper  quad- 
rant tenderness  and  spasm. 

The  laboratory  examination  revealed  the  fol- 
lowing: hemoglobin  17.2  g per  cent;  white  blood 
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count  12,400  with  81  per  cent  polvmorphonu- 
clear  leukocytes,  9 per  cent  lymphocytes,  9 per 
cent  monocytes,  and  1 per  cent  eosinophils.  Amy- 
lase was  9 units. 

The  patient  was  admitted  with  a clinical  di- 
agnosis of  acute  cholecystitis.  He  was  treated  with 
intravenous  fluids  and  antibiotics.  Fourteen 
hours  after  admission,  he  became  hypotensive 
while  sitting  (blood  pressure  76/50  mmHg),  con- 
tinued to  complain  of  right  upper  quadrant  pain, 
and  had  continual  wall  spasm.  Review  of  his  vital 
signs  revealed  a gradual  drop  in  blood  pressure 
from  180/90  to  112/72  mmHg  before  this  acute 
hypotensive  episode.  During  that  time  his  pulse 
was  100-104  and  he  remained  afebrile. 

The  hypotension  was  corrected  by  the  infusion 
of  500  cc  plasma  and  350  ml  crystalloid.  He  was 
taken  to  the  operating  room  with  the  diagnosis  of 
acute  cholecvstitis  with  a question  of  gangrene 
and  rupture.  Upon  entering  the  abdomen, 
approximately  1000  ml  of  fresh  blood  and  clots 
were  noted  in  the  right  upper  quadrant.  There 
was  a perforation  of  the  gallbladder  at  the  ampul- 
la and  stones  one  centimeter  in  diameter  were 
found  free  within  the  peritoneal  cavitv.  No  ne- 
crotic tissue  was  noted.  A branch  of  the  cystic 
artery  was  severed  and  bleeding  at  the  point  of 
perforation.  The  perforation  itself  was  about  two 
centimeters  in  diameter.  The  gallbladder  was  dis- 
tended with  blood. 

cholecystectomy  was  performed  and  the 
pathological  examination  revealed  acute 
cholecvstitis  without  necrosis.  Fhe  patient  had  an 
uneventful  recovery. 

Discussion 

Fhe  clinical  intormalion  of  the  25  reported  cases 
is  reviewed  in  Fable  I.  From  1859  to  1959,  six- 
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Table  1.  — Clinical  Summary  of  25  Reported  Cases 


Age 

Sex 

Pathology 

Post-operative  mortality 

Mean:  59 

Male:  13 

Acute  cholecystitis  1 5 

1859-1959  — 31% 

Range:  27-79 

Female:  12 

Chronic  cholecystitis  1 
Gangrenous  cholecystitis  8 
Fundic  perforation  10 
Ampulla  perforation  5 

1960-1983  — 11% 

teen  cases  of  hemoperitoneum  from  a ruptured 
gallbladder  had  been  reported.  During  the  past 
25  years,  nine  cases  have  been  reported  with  only 
one  post-operative  death,  presumably  from  a 
pulmonary  embolism. 

It  is  evident  from  the  clinical  reports  that  gan- 
grene is  not  a prerequisite  for  rupture  in  these 
cases.  Moreover,  the  site  of  perforation  has  been 
variable,  most  cases  occurring  at  the  fundus,  but 
several  occurring  in  the  ampullarv  area.  Only  one 
case  of  chronic  cholecystitis  with  rupture  and 
hemoperitoneum  has  been  reported.  Bleeding 
has  been  reported  to  come  from  the  gallbladder 
mucosa,  an  area  of  gangrene,  or  a tear  in  the 
cystic  artery. 

It  is  difficult  to  explain  perforation  in  the  ab- 
sence of  gangrene,  especially  in  those  cases  where 
the  perforation  occurs  in  the  ampulla,  where 
both  the  diameter  of  the  gallbladder  and  the  in- 
traluminal tension  are  less  than  in  the  fundus. 
These  cases,  as  in  our  own,  have  had  stones  readi- 
ly apparent  in  the  ampulla. 

Our  patient  had  a sudden  deterioration  upon 
sitting.  One  might  speculate  that  a combination 
of  increased  pressure  in  the  gallbladder  with  a 
stone  in  the  ampulla  and  increased  intraab- 
dominal pressure  from  muscular  contraction 
while  sitting  might  have  caused  a tear  in  the 
ampulla.  Of  interest  in  this  regard  is  Chaimoff  s 
report  of  a ruptured  gallbladder  and  hemoperi- 
toneum during  pregnancy. 

Regardless  of  the  exact  mechanism,  perfora- 


tion of  the  gallbladder  with  hemoperitoneum 
should  be  considered  as  a possibility  in  any  pa- 
tient with  acute  cholecystitis  whose  condition  de- 
teriorates. 

Summary 

Hemoperitoneum  from  a ruptured  gallbladder  is 
a rare  complication  of  gallbladder  disease.  A case 
is  presented  and  the  literature  reviewed.  Most 
often  the  hemoperitoneum  presents  as  a com- 
plication of  acute  cholecystitis  with  perforation  in 
the  gallbladder,  often  with  gangrene.  Cholecys- 
tectomy is  the  operation  of  choice.  In  the  setting 
of  acute  cholecystitis,  the  most  common  reasons 
for  clinical  deterioration  of  a patient  is  sepsis.  As 
illustrated  in  our  case,  however,  hemoperi- 
toneum from  a ruptured  gallbladder  should  be 
considered. 
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HAVE  YOU  HEARD?  . . . 


A new  design  in  inflatable  penile  prostheses 
which  provides  impotent  men  with  a simple 
alternative  to  complicated  surgical  penile  im- 
plantation procedures  recently  was  introduced 
by  Medical  Engineering  Corporation  (MEC). 

I Called  Flexi-Flate®,  it  is  the  first  self-contained 
I inflatable  penile  prostheses  which  can  be  im- 
! planted  completely  within  the  penis.  Lhilike  ear- 
I lier  rod  or  semi-rigid  designs,  an  inflatable 
prosthesis  allows  the  penis  to  remain  in  a flaccid 
[ state  until  an  erection  is  desired.  The  Flexi- 
i|  Elate®  is  the  first  self-contained  inflatable  im- 
■ plant  to  be  approved  by  the  US  Food  and  Drug 
I Administration.  The  cost  of  implanting  a penile 
' prosthesis  can  range  from  $3,000  for  rod-type 
implants  to  $12,000  for  inflatable  devices. 

The  new  prosthesis  can  be  implanted  on  an 
I outpatient  basis.  By  comparison,  implantation  of 
j other  inflatable  devices  can  require  up  to  three 
I hours  of  surgery  to  the  scrotum,  penis,  and  abdo- 
men. These  other  devices  utilize  a system  of  two 
silicone  rods,  pump,  reservoir,  and  connecting 
i tubes.  Because  of  its  design  and  the  use  of  fewer 
components,  company  officials  claim  that  the 
new  device  has  less  chance  of  failure. 

The  Flexi-Flate  prosthesis  consists  of  two 
saline-filled  silicone  tubes  which  are  implanted  in 
the  erectile  bodies  (corpora  cavernosa),  the  cham- 
bers which  in  normal  men  engorge  with  blood  to 
I produce  an  erection.  The  implant  contains  a sys- 
tem of  chambers  and  valves  which,  when  manipu- 
lated, cause  the  penis  to  become  erect.  This  is 
j accomplished  by  squeezing  a pump  located  be- 
hind the  glans,  which  forces  fluid  from  an  ex- 
pandable outer  cylinder  through  a one-way  check 
1 valve  into  a non-expandable  inner  cylinder.  The 
penis  is  returned  to  a flaccid  state  by  bending  it  at 
its  base.  This  releases  a valve,  returning  the  fluid 
to  the  outer  cylinder. 

At  present,  there  are  four  kinds  of  prostheses 
available,  including  rod  and  semi-rigid  types, 
multi-component  inflatables,  and  the  new  self- 
contained  inflatable  prosthesis. 

• • • 

Many  patients  lack  sufficient  knowledge  about 
their  health  insurance  benefits  to  make  informed 
decisions  about  health  care  coverage,  a recent 
survey  for  the  Health  Care  Financing  .Adminis- 
tration (HCF.A)  suggests.  Fhe  study  found  that 
approximately  half  of  the  families  whose  plans 
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We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ s{?eech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

229  Waterman  Street,  Providence,  RI 02906 
(conveniently  located  in  Wayland  Square) 


Office  Space  on  Academy  Avenue: 

Ideal  Location  for  General  Internist 
or  Family  Physician 

Comfoi'table  office  suite  available  on  Academy 
Avenue  in  Providence . Two  examining  rooms, 
large  reception  room,  and  private  office. 
Directly  across  the  street  from  a major  drug- 
.store  and  close  to  major  Providence  hospitals. 
Ample  parking  available,  and  bus  stops  at 
door. 

For  further  information: 

A.  Carlino  (401)861-7294 
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two  examining  rooms,  and  private 
office:  ample  parking 
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General  Law  Practice 
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Governor  Financial  Center 
285  Governor  Street 
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require  them  to  pay  a deductible  for  outpatient 
care  and  drugs  do  not  know  what  services  their 
insurance  covers.  Four  in  five  families  with  first- 
dollar  coverage,  however,  knew  the  extent  of 
their  coverage. 

The  HCFA  findings  “emphasize  the  need  for 
medical  practices  to  have  at  least  one  employee 
who  is  able  to  deal  with  patient  insurance  prob- 
lems,” according  to  the  practice  management 
firm  Conomikes  Associates.  Most  questions  arise 
regarding  first  dollar  coverage,  and  other  de- 
ductibles, especially  among  Medicare  patients.  A 
number  of  medical  groups,  Conomikes  reports, 
have  set  aside  specific  hours  for  patient  inquiries. 
Patients  are  often  encouraged  to  come  into  the 
office  for  a face-to-face  discussion  of  their  ben- 
efits and  to  have  answered  any  other  questions 
they  may  have.  As  most  questions  arise  over  sur- 
gical procedures  and  hospitalization,  many 
offices  file  insurance  claims  on  behalf  of  their 
patients.  Conomikes  contends  that  this  policy  re- 
duces frustration  of  patients  whether  or  not  the 
practice  accepts  assignment. 

• • • 

A recent  national  opinion  survey  of  physicians 
and  patients  reveals  that  both  groups  would  wel- 
come a new  anti-arthritic  drug  with  fewer  side- 
effects.  The  survey,  conducted  by  Research  & 
Forecasts,  Inc,  reports  that  physicians  are  frus- 
trated because  satisfactory  use  of  nonsteroidal 
anti-inflammatory  drugs  (NSAIDs)  is  hampered 
by  the  large  proportion  of  patients  suffering 
from  adverse  reactions.  Fifty-five  per  cent  of  the 
physicians  surveyed  say  that  for  this  reason  they 
change  medications  for  approximately  one-third 
of  their  patients.  Ninety  per  cent  of  physicians 
report  that  gastrointestinal  upset  is  the  most  fre- 
quent NSAID-induced  side-effect.  When  pa- 
tients complain,  54  per  cent  of  physicians  reduce 
the  NSAID  dosage.  Eighty-five  per  cent  of  the 
physicians  surveyed,  however,  report  that  the 
drug  side-effects  discourage  patients  from  con- 
tinuing to  take  their  medication  as  prescribed. 

An  independent  sample  of  patients  corrobo- 
rates the  physician  findings.  Sixty-nine  per  cent 
of  the  patients  report  that  the  medications  they 
use  cause  adverse  effects;  41  per  cent  report  that 
they  stop  taking  their  medication  when  they  have 
side-effects;  35  per  cent  reduce  the  dosage  with- 
out the  consent  of  their  physicians;  and  10  per 
cent  change  to  another  medication  without  con- 
sulting their  physicians. 

The  study  includes  data  that  were  collected 
from  two  representative,  independent  samples  of 
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more  than  400  physicians  and  400  patients.  The 
physician  groups  consisted  of  rheumatologists, 
orthopedists,  internists,  and  family  physicians 
who  treat  arthritis  and  chronic  pain.  The  sample 
included  patients  who  have  suffered  from  arthri- 
tis, chronic  back  pain,  neuralgia,  or  sciatica  for  at 
least  three  months  and  take  a prescription 
medication,  or  at  least  five  aspirin  tablets  daily. 
Arthritis  affects  approximately  one  in  seven 
j Americans,  or  36  million  persons.  The  Arthritis 
I Foundation  estimates  that  joint  diseases  cost  the 
I United  States  more  than  $13  billion  a year,  in- 
cluding $6  billion  in  direct  medical  expenses  and 
$7  billion  in  lost  wages.  More  than  10  per  cent  of 
the  victims  are  severely  affected  and  unable  to 
continue  their  normal  activities. 

• • • 

j|  There  is  no  evidence  of  an  immediate  human 
; health  hazard  from  the  use  of  subtherapeutic 
levels  of  penicillin  and  the  tetracyclines  in  animal 
feed,  and  a ban  of  this  use  of  antibiotics  is  unwar- 
I ranted,  according  to  a report  by  the  American 
Council  on  Science  and  Health.  The  Council  is  an 
independent,  nonprofit  consumer  education 
organization  promoting  scientifically-balanced 
evaluations  of  food,  chemicals,  the  environment, 
and  health. 

Calls  for  a ban  on  the  use  of  penicillin  and  the 
tetracyclines  in  animal  feeds  have  increased  fol- 
lowing the  publication  of  a study  by  the  US  Cen- 
ters for  Disease  Control  (CDC),  which  traced  a 
group  of  1 8 cases  of  human  salmonellosis  caused 
by  antibiotic-resistant  bacteria  and  concluded 
that  the  patients  probably  were  infected  by  eating 
hamburger  meat  originating  from  South  Dakota 
beef  cattle  fed  subtherapeutic  doses  of  chlortet- 
racycline.  The  Natural  Resources  Defense  Coun- 
cil has  petitioned  the  US  Department  of  Health 
and  Human  Services  seeking  to  ban  nonther- 
apeutic  animal  usage  of  penicillin  and  the  tetracy- 
clines as  an  “imminent  hazard”  to  human  health. 

There  is  considerable  doubt  that  the  subther- 
i apeutic  feeding  of  antibiotics  to  the  beef  cattle 
“was  at  fault  in  this  disease  outbreak,”  according 
to  the  author  of  the  (Council  report.  Doctor 
Richard  A.  (ireenberg.  Pointing  out  that  an  adja- 
cent dairy  herd  was  a more  likely  source  of  the 
outbreak.  Doctor  Cireenberg  noted  that  the  scien- 
tific evidence,  when  considered  with  other  “miss- 
ing links”  in  the  (dX;  study,  fail  to  justify  a ban. 

According  to  a new  l.ouis  Harris  study  con- 
ducted for  the  Food  Marketing  Institute,  43  per 
cent  of  consumers  are  “very  concerned”  and 
another  30  per  cent  are  “concerned”  about  the 
possibility  that  fresh  meat  products  may  contain 
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Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 
401-765-5100 
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MEDICARE/MEDICAID 
BLUE  CROSS  CLAIMS 

HMO  - CMP 

PROTECT  YOUR  INTERESTS! 

Call 

JOEL  D.  LANDRY,  JD 
(401)  421-1283 

Experienced  medical  lawyer 

Guest  speaker  - ’85  AMA  National 
State  Health  Legislative  Meeting 

Asst.  Attorney  General,  ’75-’84 

JOEL  D.  LANDRY,  JD 
GENERAL  PRACTICE  OF  LAW 

A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
Providence,  Rhode  Island  02903 
(401)  421-1283 


residues  of  antibiotics  and  other  drugs.  The  US 
Department  of  Agriculture,  however,  prohibits 
the  sale  of  meats  containing  antibiotics  in  excess 
of  legal  tolerance  levels.  According  to  Greenberg, 
antibiotic  residues  in  meat  sold  in  the  United 
States  are  “negligible.” 

• • • 

Mead  Johnson  & Company  recently  announced  a 
50  per  cent  reduction  in  the  price  of  Questan® 
(cholestyramine),  its  cholesterol-lowering  drug. 
In  a ten-year  study  by  the  National  Heart,  Lung, 
and  Blood  Institute  (NHLBI)  relating  to  the 
primary  prevention  of  coronary  heart  disease 
and  the  role  of  cholesterol  in  its  etiology,  it  was 
concluded  that  lowering  blood  cholesterol  re- 
duces myocardial  infarctions  and  MI  deaths.  In 
their  study,  the  Institute  used  the  Mead  Johnson 
product  together  with  diet  to  reduce  the  serum 
cholesterol  levels  in  the  men  who  participated. 

The  NHLBI  findings  revealed  a reduction  in 
cholesterol  which  caused  a 19  per  cent  reduction 
in  fatal  and  non-fatal  Mis,  a 20  per  cent  reduction 
in  such  ischemic  symptoms  as  angina,  and  a 21 
per  cent  reduction  in  the  number  of  persons 
eventually  requiring  bypass  surgery,  when  com- 
pared to  the  placebo  group.  The  study  demon- 
strated that  a one  per  cent  reduction  in  serum 
cholesterol  yields  a two  per  cent  reduction  in  the 
risk  of  coronary  heart  disease. 

Company  officials  predict  that  the  NHLBI 
findings  could  have  “widespread  implications  for 
many  millions  of  Americans  and  result  in  a sav- 
ings of  at  least  100,000  lives  each  year  for  the 
population  at  risk  due  to  elevated  blood  cho- 
lesterol.” 

Questran®  is  packaged  in  a 42-dose  can  and  in 
a carton  of  50  single-dose  packets.  The  price  of 
the  drug  in  packets  remains  the  same.  Because  of 
simpler  packaging  requirements  and  other  eco- 
nomic considerations,  the  canned  units  were 
selected  for  the  price  reduction.  Mead  Johnson 
officials  claim  that  a daily  dosage  of  Questran® 
will  cost  the  patient  slightly  more  than  $1.00. 

• • • 

A new  publication  from  the  American  Medical 
Association,  the  AMA  Handbook  of  Poisonous  and 
Injurious  Plants,  provides  a guide  to  the  harmful 
effects  of  important  native  and  cultivated  plants 
of  the  United  States,  Canada,  northern  Mexico, 
and  the  Caribbean.  Approximately  ten  per  cent 
of  all  calls  to  poison  control  centers  concern 
plants,  and  most  of  these  calls  involve  children 
under  the  age  of  three  who  have  eaten  house  or 
garden  plants.  Injury-producing  houseplants. 
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such  as  Dieffenbachia  (“dumbcane”)  and  Phil- 
odendron are  most  frequently  implicated. 

The  new  AMA  publication  offers  a succinct 
guide  to  plant  identification  and  a review  of  the 
diagnosis  and  management  of  the  human  ill- 
nesses they  produce.  The  book  is  divided  into 
sections  covering  systemic  plant  poisoning,  plant 
dermatitis,  and  mushroom  poisoning.  Plant  de- 
scriptions outline  the  toxic  parts  of  the  plant, 
symptoms  produced  after  contact  or  ingestion, 
and  required  medical  care.  Also  included  are  the 
plant’s  physical  appearance,  geographic  distribu- 
tion, botanical  name,  and  a variety  of  common 
names  in  English,  Canadian  and  Haitian  French, 
Spanish,  and  Hawaiian.  The  text  is  sup- 
plemented with  an  index  of  botanical  and  com- 
mon names  and  437  color  photographs. 

The  soft-covered,  435-page  book  is  available 
for  $18.95,  plus  $2.50  UPS  delivery  and  handling 
charges,  from  the  Chicago  Review  Press,  213 
West  Institute  Place,  Chicago,  Illinois  60610.  It  is 
also  available  in  bookstores. 

• • • 

The  US  will  have  an  oversupply  of  35,000  physi- 
cians in  1 990  and  5 1 ,800  in  the  year  2000,  accord- 
ing to  Doctor  Robert  Graham,  Health  Resources 
and  Services  Administrator,  Department  of 
Health  and  Human  Services.  Recent  patterns  of 
medical  services  utilization  and  productivity  have 
reduced  the  1980  estimate  by  the  Graduate 
Medical  National  Advisory  Committee  that  the 
US  would  have  an  oversupply  of  70,000  physi- 
cians in  1990.  Graham  also  reported  improve- 
ments in  physician  distribution,  noting  that  in  the 
nine-month  period  between  December  31,  1983 
and  September  30,  1984,  there  was  a 16  per  cent 
decrease  in  the  number  of  primary  care  health 
manpower  shortage  areas. 

• • • 

All  US  physicians  recently  have  received  the 
Physicians’  Professional  Activities  (PPA)  Census 
form.  Completion  of  the  form  assures  accurate 
classification  in  official  AMA  records  and  in  the 
30th  edition  of  the  American  Medical  Directory. 
These  records  also  serve  as  the  basis  for  the  dis- 
tribution of  educational  information. 

The  PPA  Census  is  conducted  periodically  by 
the  American  Medical  Association  for  the  pur- 
pose of  identifying  the  self-designated  specialties 
and  current  professional  activities  of  every  jjhysi- 
cian  in  the  country.  All  physicians,  both  AMA 
members  and  non-members,  are  listed  in  the 
Directory,  as  well  as  those  who  are  no  longer  in 
active  practice. 


"WHATS  THAT 
FUNNY  SMELL?” 

It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Drugs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids.  I "T  / M 

Bo 

PHARV.ACIST5  A3MtMST 
DRUG  ABUSE 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses." 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401  331-3207). 
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INTO.T^i 


August,  1985  — Vol.  68 


379 


d 


Nursing  Services  Inc.' 


Staffing  • Private  Duty  • Home  Care 

WHY  HAVE  WE  GROWN  TO  BE  THE 
LARGEST  PROVIDER  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 


• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Department  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 


Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 


The  Friendly  Health  Care  Professionals 


When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401'751-2440  Pawtucket  401 -728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 


R.I.  MEDICAL  BUREAU,  INC. 

We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION.  NO  COMPUTER  DOWNTIME. 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 


380 


Rhode  Island  Medical  Journal 


How  to  KEEP  your  Practice  HEALTHY 
Even  when  YOU  are  NOT 


IF  you  were  disabled  by  accident  or 
sickness,  would  your  practice  be  dis- 
abled too? 

The  revenues  of  a professional  office 
depend  on  the  efforts  of  the  doctor 
or  doctors  involved.  If  you  or  one  of 
your  associates  is  disabled  and  can 
not  work,  the  office’s  income  will  suf- 
fer — income  that’s  needed  to  pay 
overhead  expenses. 

\bu  can  protect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  lev  el  of  cov  erage  that 
is  best  for  your  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  for  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 


The  Administrators  ^ 

Endorsed  hr  the  ^ BURDICK,  INC. 

RHODE  ISIAW  MEDICAL  SOCET)'  (^.cl'192^ 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 

underwritten  by:  COMMERCIAL  INSURANCE  COMPANY  15  Corporate  Place  South.  Piscataway,  NJ  08854  201  981-4842 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules"  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brtaf  Summary  Consult  the  package  literature  for  prescribing 
mlormalion 

Indications  and  Usage  Ceclor*  (cefaclor  Lilly)  is  indicated  m the 
tieatment  of  the  loiiowino  infections  when  caused  t>y  susceptible 
strains  of  the  designated  microorganisms 
lower  resDiratofY  infections  including  pneumonia  caused  by 
Streplococcus  pneumoniae  iDiplococcus  pneumoniae)  Haemopfi 
ifus  mlluemae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  allergenicity  of  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporinsi  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  m 
seventy  from  mild  to  lite-threaiening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a loiin  produced  by  Ciostnpium  Pifticiie  is  one 
primary  cause  of  antibiotic-associaied  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


mem  should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  fluid  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colriis 
produced  by  C Pilficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  ~ if  an  allergic  reaction  to 
Ceclor*  (cefaclor  Lilly)  occurs  the  drug  shoulti  be  discontinued, 
and.  if  necessary  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  m the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supenntection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  aniiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recogni2ed  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinitesi’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  ~ Pregnancy  Category  B - Reproduction 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  12 
limes  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  (Ceclor*  (cefaclor.  Lilly)  There  are. 
however  no  adeauate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 to.  0 20. 0 21 . and  0 lb  mcg/ml  at  (wo 
three,  four  and  ftve  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Chilriren  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
rcent  of  patients  and  include  morbiliform  eruptions  |1  in  IDO) 
uritus.  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  IreQuently.  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  Irequenily 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  hall  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eostnophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 
Hepatic  - Slight  elevations  in  SCOT.  SGPT  or  alkaline 
phosphatase  values  1 1 m40l 
Hematopoietic  - Transient  fluctuations  m leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Rena/  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  Hess  than  1 in  200) 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  pemcillin-allergic  patients 
F^niciflin  1$  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  lever  See  prescribing  information 
e 1984  ELI  LILLY  AND  COMPANY 


Aupitional  intormaiion  avariaOle  to 
the  profession  on  leouest  from 
Ell  Lilly  and  Company 
Indianapolis  Indiana  462^ 

Ell  Lilly  hdisines.  Inc 
Carolina  Puerto  Rico  00630 


New 

Of rin  8(X)ff^ 

ibuprofen 
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Afteramtrat€, 
add  ISOPUN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isoPTii<r 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  Injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  Impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  Interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHE  or  pulmonary 
edema  (0.9%),  dizziness  (3  6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 


JUST  ASK 
THE  PEOPLE  AT 
E-SYSTEHS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“1  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great!” 

— Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing extra,  I know 
they’re  there.  They’re 
great  for  emergencies.” 
—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  TheyTl  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  [XT 
20226. 


Paying  Betterfhan  Ever 


A public  service  of  this  publicatior\. 


EXCERPTS  FROM  A SYMPOSIUM 
•THE  TREATMENT  OF  SLEEP  DISORDERS"® 

. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


ii 


onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ^ 


Psychiatrist 

Calitornia 


I . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  sotisties  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepann  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg 

capsules 
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flurazepom  HCI/Roche® 


Before  prescribing,  please  consult  complete  product  infor- 
mation, 0 summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 


Contraindications:  Known  hypersensitivity  to  flurazepom  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurozepom  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  ond  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  time 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increose  dosoge 


Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedotion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impoired  renal  or  hepatic  function 


Adverse  Reoctions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  porticularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  tolkafiveness,  apprehension, 
irritobility  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rore  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  solivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  poradoxical  reactions,  e g . 
excitement,  stimulotion  and  hyperactivity 


Dosage:  Individualize  tor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  polients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 


Supplied:  Copsules  containing  15  mg  or  30  mg  tiurozepom 
HCI 
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Monoti,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 tor  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'®  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.'®  As  always,  caution  patients  about 
• driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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SYSTEMS  & SOLUTIOMS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties  we  have 

General  Surgery 
Pediatrics 

Obstetrics  & Gynecology 
Cardiovascular  & 

Thoracic  Surgery 


computerized  in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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RHODE  ISLAND  MEDICAL  SOCIETY 
September  1985 

Herbert  Rakatansky,  MD,  President 
Wendy  J.  Smith,  Editor 


COUNCIL  APPROVES  POSITION  STATEMENT 
ON  BOARD  OF  MEDICAL  REVIEW 

The  Council  of  the  Rhode  Island  Medical 
Society  recently  approved  a position 
statement  on  the  Board  of  Medical  Review 
calling  on  the  Board  to  "strengthen  its 
internal  operating  procedures  to  ensure 
that  all  matters  are  presented  and  reviewed 
in  a timely  manner  to  protect  the  interests 
of  both  physicians  and  patients."  The 
Board,  which  functions  as  the  "watchdog" 
agency  for  the  state’s  physicians,  re- 
cently was  transferred  to  the  Rhode  Island 
Department  of  Health.  It  previously  had 
reported  directly  to  the  General  Assembly. 

The  position  statement  also  supports  the 
concept  of  "innovative  legislation"  to 
improve  the  overall  structure  and  func- 
tioning of  the  Board  and  encourages 
closer  liaison  between  the  Board  and  the 
peer  review  committees  of  the  Society. 

The  position  statement  will  be  forwarded 
to  the  House  of  Delegates  for  ratification 
at  its  September  meeting. 

In  other  actions  at  its  August  5 meeting, 
the  Council: 

• approved  the  1986  budget  for  forwarding 
to  the  House  of  Delegates. 

• received  a report  on  the  Malpractice 
Commission,  appointed  by  the  1984  General 
Assembly  in  lieu  of  taking  any  action  on 
a series  of  tort  reform  proposals.  The 
Commission  has  held  four  meetings,  and 
semi-monthly  meetings  are  planned  until 
the  legislature  convenes  in  January. 

Most  of  the  four  Commission  meetings 
have  focused  on  the  internal  operations 
of  the  Joint  Underwriting  Association. 

The  next  meeting  will  include  a presenta- 
tion by  a representative  of  the  Rhode 
Island  Department  of  Business  Regulation 


COUNCIL  MEETS  (continued) 

who  will  address  how  the  Department 
establishes  malpractice  premium  rates. 

• heard  a report  from  Duffy  & Shanley, 
Inc  concerning  the  public  relations 
program  developed  for  the  Rhode  Is- 
land Medical  Society.  The  overall 
objectives  of  the  program  are  to  im- 
prove the  credibility  of  physicians 
and  to  emphasize  the  necessity  for 
malpractice  tort  reform.  The  ambi- 
tious plan  includes  such  features  as 
public  affairs  programming,  public 
service  announcements,  direct  mail 
campaigns,  patient  letter  writing 
campaigns,  and  establishment  of  a 
medical/business  coalition. 

• approved  establishment  of  a peer  re- 
view committee  to  monitor  the  impact 
of  third-party  payers  on  patient  care. 
The  committee,  to  be  headed  by  Dr 
Boyd  Peter  King,  will  be  charged  with 
monitoring  the  collective  impact  of 
diagnosis-related  groups  and  other 
limitations  imposed  by  third-party 
payers,  including  Medicare,  Blue  Cross 
and  Blue  Shield  of  Rhode  Island, 

Rhode  Island  Group  Health  Association, 
and  Ocean  State  Physicians’  Health 
Plan. 

• authorized  creation  of  a peer  review 
committee  on  the  competency  of  physi- 
cians. To  be  chaired  by  Dr  William  S. 
Klutz,  this  committee  will  consist  of 
members  from  the  district  societies 
and  a broad  range  of  specialties,  and 
will  be  charged  with  helping  to  re- 
habilitate physicians  whose  practices 
fall  outside  the  accepted  norms.  Not- 
ing that  there  already  are  mechanisms 
in  place  for  dealing  with  impaired 
and  fraudulent  physicians,  RIMS 
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COUNCIL  MEETS  (continued) 

President  Dr  Herbert  Rakatansky  pointed 
out  that  there  are  few  functioning 
systems  for  handling  physicians  whose 
practice  patterns  are  not  medically 
acceptable . 

• appointed  Dr  David  P.  Carter,  a family 
physician  from  Pawtucket,  as  parlia- 
mentarian for  the  year  1985-1986. 

HCFA  SUBMITS  PART  B REFORM  RECOMMENDATIONS 

The  federal  Health  Care  Financing  Adminis- 
tration reportedly  has  submitted  the 
Congressionally-mandated  study  on  the  ad- 
visability and  feasibility  of  utilizing 
diagnosis-related  groups  (DRGs)  as  a 
basis  for  physician  reimbursement  to 
Secretary  Margaret  Heckler  of  the  Depart- 
ment of  Health  and  Human  Services.  The 
report  is  said  to  outline  several  pa3nnent 
options . 

Highlights  of  the  report  include: 

• as  an  interim  step,  a recommendation 
for  adoption  of  a physician  fee  schedule 
based  on  historical  charge  data  to  be 
effective  October  1,  1986; 

• recommendations  for  demonstration  pro- 
jects to  test  physician  DRGs  and 
capitation; 

• a suggestion  that,  if  Congress  selects 
the  physician  DRG  option,  the  program 
would  work  better  if  coupled  with  manda- 
tory assignment; 

• a recommendation  for  enhancement  of  the 
existing  "participating  physician" 
program. 

Among  other  items  included  in  the  report 
is  a discussion  of  achieving  volume  control 
through  establishment  of  spending  targets 
at  the  carrier  service  level.  This  would 
mean  that  Rhode  Island  Blue  Cross  & Blue 
Shield,  as  an  example,  would  be  allotted 
a specific  dollar  amount  for  its  Medicare 
claims.  If  expenditures  exceed  the  tar- 
get, medical  economic  index  adjustments 
would  be  reduced  the  following  year.  Pay- 
ment for  particular  services  possibly 
could  be  reduced  to  adjust  for  the  volume. 


HCFA  REPORT  (continued) 

The  report  notes  that  that  data  limitations 
prevent  Implementation  of  either  physician 
DRGs  or  carrier  capitation  in  the  near 
future. 

The  recommendations  in  the  report  reflect 
only  the  views  of  the  Health  Care  Finan- 
cing Administration.  Secretary  Heckler  I 
and  the  Office  of  Management  and  Budget  ' 
have  yet  to  call  for  revisions  of  the 
report . 

PEER  REVIEW  RECORDS  MUST  REMAIN 
CONFIDENTIAL,  AMA  SAYS 

Peer  review  records  must  be  considered 
confidential  and  exempt  from  discovery 
in  medical  malpractice  suits,  the  AMA 
said  in  an  amicus  curiae  brief  filed  in 
the  Supreme  Court  of  Texas.  The  proceed- 
ing involves  a district  court  subpoena  for 
the  peer  review  records  and  working  papers 
of  the  Bexar  County  Hospital  and  the  Uni- 
versity of  Texas  Health  Science  Center  at 
San  Antonio.  In  a pretrial  discovery 
order.  District  Court  Judge  V.  Murray  Jordan 
required  the  Bexar  County  Hospital  to 
surrender  the  documents  for  use  by  plain- 
tiffs in  a suit  against  several  physicians 
and  the  hospital. 

The  Health  Science  Center  obtained  an  ap- 
peals court  order  declaring  that  some  of 
the  material  was  privileged  under  Texas 
law.  Judge  Jordan  then  took  the  issue  to 
the  state  supreme  court,  arguing  that  the 
appeals  court  ruling  would  allow  a hospi- 
tal to  characterize  any  document  as  "com- 
mittee proceedings"  and  therefore  undis- 
coverable . 

The  Rhode  Island  Medical  Society  has  filed 
an  amicus  brief  in  a similar  suit  in  which 
the  records  of  the  infection  control  com- 
mittee of  Westerly  Hospital  have  been 
subpoenaed  by  a patient  who  contends  that 
he  received  an  infection  after  surgery  at 
the  hospital.  While  the  records  have  been 
ordered  released  by  the  state  Superior 
Court,  the  case  has  been  appealed  to  the 
Supreme  Court. 

NEW  MODEL  LEGISLATION  ON  TORT  REFORM 
Model  federal  legislation  has  been  pro- 


388 


Rhode  Island  Medical  Journal 


AMA  TORT  REFORM  (continued) 


WORTH  WRITING  FOR  . . 


posed  by  the  AMA  Special  Task  Force  on 
Professional  Liability  and  Insurance 
The  draft  bill  would  provide  incent^es 
for  states  to  adopt  tort  reforms  deigned 
to  alleviate  the  current  ''malpractic^'^ 
crisis.  The  AMA  Council  on  Legislatibi^  ^ lO 
has  approved  the  draft  bill.  Accord^i^  ^ ^ 

to  the  AMA  Office  of  the  General  CounsS.^ 
the  reforms  would  improve  the  efflci^^Q  .r-« 
and  cost-effectiveness  of  the  tort  sVsta 
and  recognize  the  responsibility  of  — S w ^ 
medical  profession  for  self-policing ^ ^ 

AMA  officials  have  initiated  discussHir^ 
in  Washington  with  potential  sponsori^I] 
of  the  legislation.  The  Association 
is  acquiring  additional  substantlatiop- of 
the  need  for  reform. 


The  proposed  legislation  would  grant  up  to 
$4,250,000  for  each  state  that  enacted 
the  reforms,  which  include  periodic  pay- 
ments, collateral  source  offsets,  limits 
on  non-economic  damages,  a decreasing 
sliding  scale  for  attorney  fees,  and  self- 
policing provisions.  States  could  use  the 
funds  for  health  programs  or  for  studies  of 
professional  liability  problems. 


WORTH  WRITING  FOR  . . . 

• The  second  printing  of  the  Physician' s 
Cost  Containment  Checklist  is  now  avail- 
able. The  booklet,  which  describes 
practical  ways  physicians  can  reduce 
costs,  is  packaged  in  units  of  10  copies. 
The  cost  is  $5/unit.  AMA  members  re- 
ceive a 10  per  cent  discount.  To  order, 
write  to  Book  and  Pamphlet  Fulfillment, 

PO  Box  10946,  Chicago,  Illinois  60610. 

• What  you  can  do  about  health  care  costs 
is  a new  AMA  booklet  directed  to  the 
general  public  and  describes  some  of 

the  reasons  for  rising  health  care  costs, 
some  of  the  things  physicians  are  doing 
to  make  medical  care  more  economical, 
and  some  of  the  things  that  patients 
can  do  to  reduce  the  cost  of  their  own 
care. 

The  booklet  is  a checklist  of  helpful 
suggestions  on  ways  to  reduce  the  cost 
of  care  and  to  make  the  care  received 
more  efficient  and  effective.  What 
you  can  do  about  health  care  costs 


stresses  the  importance  of  such  things . 
as  maintaining  personal  medical  his- 
tories, using  the  physician's  time  more 
effectively,  considering  all  medical 
options,  and  becoming  more  familiar 
with  health  insurance  benefits.  Most 
importantly,  the  booklet  urges  the 
patient  to  work  in  partnership  with 
his  or  her  personal  physician  to  re- 
dude the  overall  costs  of  medical  care. 

Whajt  you  can  do  about  health  care  costs 
is  packaged  in  units  of  10  copies  at 
the*,  following  prices:  1-4  units  at 

$12^50/unit;  5-9  units  at  $12. 00/unit; 
and’ 10-24  units  at  $11. 50/unit.  AMA 
members  receive  a 10  per  cent  discount. 
Write  to  Book  and  Pamphlet  Fulfillment, 
OP-397,  American  Medical  Association, 

PO  Box  10946,  Chicago,  Illinois  60610. 


BROWN  ENROLLS  LARGEST  SIZE  CLASS 

The  73  students  who  will  enter  the  Brown 
University  Program  in  Medicine  in  Septem- 
ber comprise  the  largest  class  in  the 
program's  history.  In  past  years,  only 
60  students  have  matriculated,  but  this 
year  there  was  a wealth  of  qualified  ap- 
plicants — so  many,  says  Dr  Stephen 
Smith,  associate  dean  of  medicine  for  stu- 
dent affairs,  that  no  one  from  the  waiting 
list  could  be  accommodated. 

The  class  also  is  the  first  to  have  more 
women  than  men.  "We've  been  actively 
seeking  women,"  according  to  Dr  Smith 
Women  comprise  50.7  per  cent  of  the  class, 
an  increase  of  about  15  per  cent  above 
last  year,  and  a figure  well  above  the 
national  average  for  first-year  medical 
classes  (33  per  cent) . 

Moreover,  the  new  class  has  an  unusually 
high  enrollment  of  minority  students  — 
some  34.2  per  cent.  "This  is  a tremendous 
increase  for  Brown,"  Dr  Smith  notes.  "Us- 
ing last  year's  statistics,  when  Brown  had 
a first-year  minority  enrollment  of  16.4 
per  cent.  New  Physician  magazine  ranked 
Brown  number  16  in  the  country  in  enrol- 
ling minorities.  If  the  poll  were  based 
on  this  year's  statistics,  he  adds,  the 
University  would  be  ranked  number  four 
in  the  country. 
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MEDICINE  AND  THE  LAW 


REIMBURSEMENT  PROCEDURES 

MecUcoAe 

Since  1980,  Rhode  Island  physicians  have  been  required  by  law  to  disclose  their 
reimbursement  policies  in  advance  to  their  Medicare  patients.  Public  Law  Chapter 
160  (1980)  of  the  General  Laws  of  Rhode  Island  mandates  that  physicians  tell  their 
patients  whether  they  accept  assignment  of  Medicare  benefits  as  payment  in  full. 

During  the  1985  session,  the  General  Assembly  modified  PL  160  by  requiring  physi- 
cians to  post  in  a conspicuous  place  their  Medicare  reimbursement  policies. 

Failure  to  comply  with  the  statute  results  in  financial  penalties  as  the  physician 
forfeits  the  right  to  charge  patients  more  than  the  charge  allowed  by  Medicare 
for  a procedure  or  service. 

The  following  wording  is  suggested: 

OpZlon  U Acdzpt^  (U^-lgnmdyvt  atl 

"As  a participating  physician  under  the  Medicare  program,  I accept  what  Medicare 
pays  as  payment  in  full  for  all  claims.” 

Option  2;  Acc&p-^  -tn  mo6t  C(U2^ 

"This  office  accepts  Medicare  reimbursement  as  full  payment  in  most  cases.” 

Option  3;  Vou  not  acce.pt  a6-6Lgmnen^ 

"This  office  does  not  accept  Medicare  reimbursement  as  pa3onent  in  full.” 

"The  office  reserves  the  right  to  require  supplementary  payments  in  addition 
to  Medicare  reimbursement.” 

The  law  does  not  require  any  specific  wording  or  any  size  for  the  sign  or  letter- 
ing. Maryland  enacted  a similar  law  this  year,  and  other  states  also  require 
physicians  to  post  signs  concerning  their  reimbursement  policies. 

Blank  Jn^uAgncd  Foatm 

Another  newly-enacted  law  prohibits  physicians  from  requiring  patients  to  sign 
blank  insurance  forms  as  a condition  of  service. 

The  law  specifically  prohibits  "physicians  or  other  persons  from  requiring  pa- 
tients or  their  representatives  to  sign  blank  nonprofit  medical  service  corpora- 
tion (ie.  Blue  Cross  & Blue  Shield)  forms  prior  to,  during,  or  subsequent  to 
the  rendering  of  services.”  Fines  of  up  to  $100  for  each  violation  will  be 
levied . 

In  a letter  to  RIMS  President  Dr  Herbert  Rakatansky,  the  bill's  sponsor.  Repre- 
sentative Amand  Batastini,  Jr.,  (D-Providence)  , emphasized  that  the  law 
does  not  prohibit  physicians  from  asking  their  patients  to  sign  blank  forms. 
Similarly  patients  may  voluntarily  sign  such  forms.  The  request  for  signature, 
however,  cannot  be  made  as  a condition  of  service. 

NEXT  MONTH:  CHILD  ABUSE  REPORTING  REQUIREMENTS 
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Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stal  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A-c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 

CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 

Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1570  CRANSTON  STRIdiT,  CRANSTON,  RI  02920 

943-1211 

RI  TOLL  FREE  1-800-942- 10 1 1 
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OVER  100,000 
PHYSICIANS  READ 
POSTGRADUATE  MEDICINE* 


THL  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 


• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 


Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 


The  Friendly  Health  Care  Professionals 


When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-751-2440  Pawtucket  401-728-9898 


24  HOURS  A DAY  7 DAYS  A WEEK 


The  changes  are  all  around 
us.  New  HMO’s.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
miums. 

This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 

One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 

TSgt  Bill  Cavalieri 
380  Westminster  Mall 
Providence,  Rl  02903 
(401)  528-4043 


A great  way  ol  life 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolar^rngol- 
ogists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certihed  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory' 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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A SIGN 

OF  THE  TIMES 


Ocean  State 

^Physicians  Healthy 
\ Plan,  Inc.  / 


A Federally  Qualified  HMO 


More  and  more  dtx'tors  throughout  Rhode 
Island  and  Southeastern  Massachusetts  are 
displaying  OSPHP  emblem.  They’re  proud 
to  inform  their  patients  that  they  belong  to 
the  fastest  growing  health  maintenance  organ- 
ization in  the  area.  They  are  also  doing  their 
part  to  control  the  spiraling  cost  of  health 
care  by  providing  you  an  alternative  to 
traditional  third  party  insurers. 

Ocean  State  was  developed  and  is  run  by 


physicians  who  understand  the  needs  of 
doctors  in  private  practice.  It’s  no  wonder 
that  in  a little  over  a year  Ocean  State  has 
grown  from  1 ,700  to  over  20,000  members. 

To  contact  Ocean  State  Physicians  Health 
Plan  call  273-7050  for  complete  inform- 
ation. Then  join  the  growing  number  of 
physicians,  hospitals,  pharmacies  and  other 
providers  who  see  our  emblem  as  a “Sign  of 
the  Times”. 


Nobody  Treats  Your  Health  With  So  Much  Care 


Ocean  State 


Physicians  Health  Plan 

A Federally  Qualified  HMO 


339  Eddy'  Street,  Providence,  RI  02903  (401)  273-7050  or  Toll  Free  1-800-451-5109 
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EDITORIAL 


No  Smoking  Progress 


A breakthrough  of  sorts  occurred  recently  when 
Aetna  Life  Sc  Casualty  Company  of  Hartford, 
Connecticut,  the  largest  insurance  company  in 
the  nation,  annotinced  plans  to  implement  a no- 
smoking policy  in  its  offices.  Lender  the  plan  the 
needs  of  non-smokers  will  prevail,  as  smoking  will 
he  prohibited  in  most  common  areas  such  as  stair- 
wells, elevators,  restrooms,  lobbies,  classrooms, 
and  work  areas  if  requested  by  non-smoking 
workers.  The  new  policy  could  result  in  the  firing 
of  employees  who  are  repeatedly  caught  smoking 
in  proscribed  areas. 

An  interoffice  memo  stated  that  “As  a life  and 
health  insurer,  Aetna  has  an  interest  in  fostering 
an  awareness  of  health  and  safety.  ...  By  ac- 
knowledging that  smoking  is  one  of  the  biggest 
yet  most  controllable  health  hazards  and  by 
adopting  a policy  that  will  restrict  smoking,  Aetna 
will  demonstrate  its  supjjort  for  a commitment 
to  promoting  a healthy  environment.”  Non- 
smokers  will  now  have  the  privilege  of  requesting 
a ban  on  smoking  in  the  areas  in  which  they  work. 


A similar  policy  will  go  into  effect  in  the  near 
future  at  Connecticut  Mutual  Life  Insurance 
Company.  According  to  an  American  Lung  Asso- 
ciation spokesman,  other  large  corporations  are 
expected  to  fall  in  line,  such  as  Providence  In- 
demnity Life  Insurance  Company  of  Phil- 
adelphia and  the  Boeing  Company,  the  aircraft 
manufacturer  in  Washington  State.  The  insur- 
ance companies  have  been  particularly  receptive. 

Recently  new  standards  on  smoking  in  hospi- 
tals have  been  implemented  by  the  Joint  Commis- 
sion on  the  Accreditation  of  Hospitals.  These  reg- 
ulations, urged  by  the  AM  A,  prohibit  smoking  in 
all  common  areas  in  hospitals,  unless  especially 
designated  for  smoking,  and  include  all  staff  con- 
ferences and  meetings.  We  are  pleased  to  note 
that  local  hospitals,  including  some  laggards, 
have  now  conformed  to  these  standards. 

We  wonder  when  Blue  Cross  Sc  Blue  Shield  of 
Rhode  Island  will  see  the  light. 

Seebert  J.  Cioldowsky,  MD 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
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The  Real  Thing;  Music  and  Medicine 


What  Is  “The  Real  Thing”? 

Not  the  title  of  a recent  Broadway  liit!  And  it  is 
not  about  a popular  soft  drink  as  the  recent  luss 
might  lead  one  to  think.  Music  forms  an  impor- 
tant part  of  many  people’s  lives,  including  my 
own,  and  offers  an  interesting  example  of  “real- 
ity.” There  is  a close  connection  between  music 
and  medicine,  which  may  shed  some  light  on  our 
question.  A “musical-medical  complex”  has  been 
extant  since  Aesculapius  directed  the  muses 
Euterpe  (lyric  poetry),  Terpsichore  (dance  and 
song),  and  Polyhymnia  (hymns)  in  their  musical 
endeavors,  while  single-handedly  founding  the 
medical  profession.  “Reality”  in  medicine  may  be 
a relative  of  “reality”  in  music. 

Did  you  know  that  Berlioz  was  a medical  stu- 
dent before  he  devoted  himself  to  composing?  Or 
that  Laennec,  when  not  listening  to  hearts,  was  an 
avid  player  of  the  flute?  The  great  Billroth  of 
gastric  fame  was  a j)ianist  and  close  friend  of 
Brahms.  Perhaps  the  most  famous  doctor- 
musician  of  recent  vintage  was  Albert  Schweitzer. 

The  great  revival  of  interest  in  classical  music 
may  be  attributed  in  part  to  electronics.  When 
else  in  history  could  one  decide  to  listen  to  a 
Beethoven  symphony  or  the  score  of  “West  Side 
Story”  at  will  and  at  a convenient  volume  as  well? 
Not  onlv  can  one  select  the  time  and  place  and 
volume,  hut  one  gets  a “jjerfect”  performance!  In 
the  process  of  making  a record  all  technical  mis- 
takes are  eliminated  and  replaced  with  retakes.  If 
a section  of  a recording  needs  emjdiasis  (or  de- 
emphasis), it  can  he  done  electronically.  Multiple 
microphones  produce  superb  articulation  of  the 
sound.  The  resultant  recording  may  then  he 
heard  over  earphones  while  jogging  or  on  a “state 
of  the  art”  stereo  with  elaborate  controls  which 
achieve  whatevei  degree  of  “separation,”  tonal 
control,  and  dynamic  range  one  finds  |)leasur- 
ahle. 


As  recorded  music  does  not  demand  commit- 
ment, it  rarely  receives  it.  When  was  the  last  time 
you  sat  down  and  listened  to  a record  without  also 
engaging  in  some  other  activity?  A good  bijok?  A 
ride  in  the  auto?  By  being  so  available  the  music  is 
diminished  in  importance. 

Is  not  this  ready  access  desirable?  Most  certain- 
ly it  is,  and  these  developments  have  brought 
\’ivaltli  and  Bernstein  to  any  who  wish  to  listen. 
But  is  this  real? 

Go  to  a concert  and  hear  a live  ])erformance. 
There  are  no  electronic  controls.  The  perform- 
ance rarely  is  technically  perfect.  The  interpreta- 
tion is  likely  to  be  significantly  different  from  the 
“perfect”  performance  heard  on  your  record 
when  and  where  you  desire.  Most  importantly  by 
attending  the  concert  you  have  committed  your- 
self to  pay  attention  without  distraction  to  the 
music  and  all  of  its  subtleties. 

In  fact  after  listening  to  recorded  music  under 
controlled  circumstances  and  without  commit- 
ment, a trip  to  the  concert  hall  may  he  so  dis- 
appointing that  the  listener  retreats  to  his  world 
of  perfection,  fhat  person  will  be  missing  “the 
real  thing”  — he  will  be  missing  the  excitement  of 
jierformer-audience  interaction,  the  thrill  of 
fresh  and  dynamic  interpretation  of  familiar 
strains,  and  the  satisfaction  resulting  from  com- 
mitment. For  my  jjart  I choose  the  reality,  imper- 
fect as  it  may  he. 

Now  consider  the  jiractice  of  inedicine.  .\s  with 
music,  the  electronic  media  have  created  an  im- 
age of  perfection  in  defiance  of  the  real  world! 
(iood-natured  folk  develop  easily  diagnosed  dis- 
ease in  the  absence  of  significant  social  and  emo- 
tional lif  e situations.  I hey  are  everlastingly  grate- 
ful to  their  doctor,  who  somehow  seems  to  o\er- 
come  incalculable  odds  to  elTect  a cure,  usually  in 
hO  minutes  (minus  time  f or  commercials).  Did  Dr. 
Kildare  ever  lose  a patient  (did  Perry  Mason  lose  a 


September,  198.")  — \’ol.  (>8 


•lOI 


trial?)  or  has  Trapper  John  failed  in  the  operat- 
ing room?  If  the  TV  view  er  is  dissatisfied  with  the 
program,  he  can  switch  stations,  read,  or  even 
talk.  No  commitment  is  required. 

In  past  years  the  average  person's  contact  with 
medicine  was  by  personal  interaction  with  a 
physician,  just  as  the  music  lover's  contact  w ith 
music  was  through  personal  interaction  with  the 
performer.  In  both  situations  the  encounter  was 
intense,  requiring  the  full  attention  of  both  per- 
tormer  or  doctor  and  audience  or  patient.  Toda\ , 
however,  the  average  person  expects  not  onh  a 
perfect  musical  performance,  but  also  a perfect 
medical  encounter.  The  practice  of  medicine  dif- 
fers from  the  enjoyment  of  music  in  that  the 
opportunity  to  retreat  from  realitv  to  one's  den  or 
“Walkman”  does  not  exist.  Illness  must  be  treated 
on  the  stage  of  reality,  not  in  the  medium  of 
electronic  perfection.  There  is  no  switching  sta- 
tions here! 

There  is  also  a larger  problem;  patients,  to- 
gether with  many  current  health  planners,  are  not 
acquainted  with  medical  “reality."  Though  highly 
educated  and  well  intentioned,  those  responsible 
tor  health  planning  often  have  not  experienced 
medical  interactions  and  the  complexitv  (and  ex- 
citement) of  taking  care  of  a person  (rather  than 
an  illness).  This  ignorance  of  reality  is  det- 
rimental to  the  effective  practice  of  medicine.  It 
contributes  to  the  liabilitv  crisis.  Bv  fostering  un- 
achievable expectations  it  undermines  confi- 
dence in  the  svstem,  w hich,  imperfect  as  it  mav 
be,  is  all  we  have.  Unrealistic  health  planning  with 


a decrease  in  quality  of  care  may  result. 

There  seems  to  be  little  we  can  do  in  face  of  the 
vastness  of  the  electronic  media  and  the  ap- 
parently insatiable  appetite  of  the  public  for  a 
good  doctor  story  (pathologists  included).  Two 
approaches,  however,  seem  fruitful. 

As  individual  physicians,  each  one  of  us  can 
attempt  to  relate  to  patients  and  non-patients  in  a 
manner  w hich  will  impress  on  them  the  “realitv.” 
The  nature  of  disease,  the  achievements  and 
limitations  of  diagnosis  and  treatment,  and  the 
role  ot  the  physician  as  patient  advocate  must  be 
emphasized.  Education  of  the  public  is  achieved 
in  large  part  by  the  cumulative  effort  of  indi- 
vidual physicians  in  addition  to  organized  efforts 
by  the  medical  societv. 

Using  another  approach  the  Rhode  Island 
Medical  Society  is  planning  a program  in  which 
key  legislators  and  others  innuential  in  health 
care  will  be  invited  to  participate  in  the  medical 
scene  in  Rhode  Island  so  that  they  can  be  involved 
in  the  “reality”  they  regulate.  Such  a program, 
tried  on  a national  level  by  the  AMA,  has  been 
singularly  successful  in  changing  attitudes  and 
beliefs  to  conform  to  “reality.”  This  program  is 
planned  for  the  fall  of  1985. 

Not  having  the  freedom  in  medicine  of  choos- 
ing our  reality  we  must  educate  the  public  to 
accept  the  truth  and  realize  that  retreat  to  a fan- 
tasy world  of  perfection  is  at  the  least  a delusion 
and  often  is  “harmful  to  your  health.” 

Herbert  Rakatanskv,  MD 
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doctors  (and  their  patients) 
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We  carr\' just  about  EVEmTHING  for  Home 
Health  Care  . . . which  means,  evenlhing  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
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chairs.  Walkers  and  Hospital  Beds,  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  suppKing  e.xactiv  "what  the 
doctor  ordered".  We’ve  been  doing  it  dependably 
for  many  years. 

That’s  how  we’ve  earned  the  trust  of  so  many 
doctors. 
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Metastatic  Malignant  Melanoma  in  the 
Mandible 


Site  Is  a Rare  One  for  the  Spread  of  This  Tumor 


Francis  L.  McNelis,  MD 
Anthony  J.  Barone,  MD 


Case  Report 

A 53-year-old  female,  without  subjective  symp- 
toms, was  referred  by  her  dentist  for  an  otolaryn- 
gological  workup  because  of  a radiolucency  pres- 
ent in  the  mandible  on  x-ray  examination  (Fig  1). 
While  physical  examination  revealed  a firmness 
in  the  floor  of  the  mouth,  there  was  no  aden- 
opathy in  the  neck.  She  was  noted  to  have  a pros- 
thetic left  eye  due  to  enucleation  at  the  age  of 
twelve  for  a tumor,  the  type  of  which  was  not 
known  to  the  patient. 

The  area  of  firmness  in  the  floor  of  the  mouth 
was  biopsied,  and  the  material  reported  as 
metastatic  malignant  melanoma.  A search  was 
then  made  to  determine  the  pathology  of  the 
childhood  eye  lesion.  It  was  found  to  be  malig- 
nant melanoma  without  pigment  within  the  cho- 
roid (Fig  2).  When  further  examination,  includ- 
ing x-ray  films  of  the  chest  and  sinus,  bone  scan, 
liver  scan,  and  complete  physical  examination, 
failed  to  show  any  other  evidence  of  metastasis,  it 
was  determined  to  excise  the  lesion  by  hemiman- 


Presented  at  the  1983  Annual  Meeting  of  the  .American  .Academy  of 
Otolarvngology-Head  and  Neck  Surgery. 


Francis  L.  McXelis,  MD,  is  Clinical  Associate  Profes- 
sor of  Surgei-y  (Otolaryngology),  Brown  University 
Program  in  Medicine. 

Anthony  j.  Barone,  MD,  is  in  the  private  practice  of 
otolaryngology,  and  on  the  staff  of  St.  Joseph  Hospital, 
Providence,  Rhode  Island.  At  the  time  of  this  writing,  he 
was  a third-year  resident  in  otolaryngology  at  Rhode 
Island  Hospital,  Providence. 


Fig  1 


dibulectomy.  The  pathological  findings  showed 
bony  margin  and  marrow  involvement  at  both 
ends  of  the  resection.  It  was  then  determined  that 
the  lesion  was  probably  not  surgically  curable, 
and  adjuvant  chemotherapy  and  irradiation  were 
recommended.  The  patient  refused  x-ray  ther- 
apy, but  DTIC  (decarbazine)  was  administered, 
200  mg  intravenously  in  five-day  treatment  cycles 
every  three  weeks  for  six  months.  The  treatment 
was  discontinued  when  bone  scan,  liver  scan, 
chest  x-ray  examination,  and  physical  examina- 
tion demonstrated  no  evidence  of  disease. 

Discussion 

This  case  involved  histologic  sections  of  a choroid 
spindle  B type  primary  melanoma  with  cells  of 
uniform  population  and  increased  mitoses,  but 
without  pigment.  The  section  from  the  new  man- 
dibular lesion,  occurring  42  years  later,  was  an 
isolated  metastasis  within  deep  soft  tissue  and 
bone  differing  from  the  original  tumor  in  its 
great  variation.  It  had  both  spindle  and  epithelial 
cells  with  pigment  (Fig  3). 


September,  1985  — \’ol.  68 


403 


It  cannot  be  established  definitely  whether  this 
is  metastatic  from  the  primary  tumor  or  a metas- 
tasis from  a new  primary  site  not  found.  It  is  well 
known  that  a patient  with  one  melanoma  is  at 
greater  risk  to  develop  another.  A review  of  the 
literature  revealed  one  other  report  of  a malig- 
nant melanoma  metastatic  to  the  mandible.'  A 
recent  follow-up,  fourteen  months  after  surgery, 
shows  the  patient  to  be  free  of  melanotic  lesions, 
without  complaints,  and  working  daily  as  a prac- 
tical nurse.  Reconstruction  has  been  delayed  but 
is  under  consideration  for  a later  date. 

Summary 

A 53-year-old  asymptomatic  female  with 
radiolucency  in  the  mandible  on  x-rav  examina- 
tion, which  biopsy  determined  to  be  malignant 
melanoma,  is  presented.  A prior  history  of  enu- 
cleation at  age  twelve  for  malignant  melanoma 
without  pigment  within  the  choroid  was 
obtained.  Hemimandibulectomy  was  performed 
when  no  other  metastatic  lesions  could  be  found. 
I he  pathology  report  showed  bone  marrow  in- 
volvement at  Itoth  ends  of  the  specimen.  It  was 
then  decided  that  the  lesion  was  probably  not 
surgically  resectable,  and  further  treatment  was 
carried  out  with  chemotherapy.  After  fourteen 
months,  the  patient  is  clinically  free  of  residual 
disease  and  still  under  treatment.  A review  of  the 
literature  reveals  only  one  other  case  of  metastat- 
ic melanoma  of  the  mandible.  The  time  interval 
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Fig  3 

from  excision  of  the  primary  tumor  42  years  pre- 
viouslv  is  felt  to  be  unusual. 


Reference 

‘ Smith  .A:  Malignant  melanoma  metastatic  to  the  mandible.  J Oral 
Siirg  36:816-821,  1978. 
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Standard  T-Tube  Cholangiogram:  A Safe 
Method  of  Cholangiography 


Bacteremia  Is  an  Unlikely  Event  after  T-Tube  Cholangiography 


Kenneth  W.  Burchard,  MD 
Joseph  J.  Lambiase,  MD 
Pardon  R.  Kenney,  MD 
Gus  J.  Slotman,  MD 


T-tube  cholangiograms  provide  a standard 
method  of  assessing  the  common  duct  after  com- 
mon duct  exploration.  The  usual  method  of  per- 
forming the  study  involves  the  injection  of  a con- 
trast medium  under  fluoroscopic  control  into  the 
biliary  tree. 

The  colonization  of  the  biliary  tree  with  a posi- 
tioned T-tube  is  well  recognized  with  a reported 
frequency  of  positive  bile  cultures  of  up  to  92  per 
cent.'  Bacteremia  and  clinical  sepsis  are  recog- 
nized complications  of  the  T-tube  examina- 
tion.''“ A recent  retrospective  analysis  reports 
that  the  routine  use  of  a pressure-limiting  drip 
infusion  technique  substantiallv  reduces  the  in- 
fectious complications  of  T-tid^e  cholangi- 
ography.^ 

Although  clinical  experience  suggests  that  se- 
vere complications  from  the  standard  injection 
method  are  rare,  there  have  been  no  prospective 
randomized  studies  of  the  relative  incidence  of 
bacteremia  and  clinical  sepsis,  comparing  the 


Kenneth  U'.  Burchard,  MD,  is  Assistcnit  Professor  of 
Surgei-y,  Brown  L’niersity  Program  in  Medicine,  Prov- 
idence, Rhode  Island. 

Joseph  J . Lambiase,  Ml),  is  associated  ivith  the  Depart- 
ment of  Radiology,  Rhode  Island  Hospital,  Providence, 
Rhode  Island. 

Pardon  R.  Kenney,  MD,  is  Assistant  Professor  of 
Surgety,  Brown  University  Program  in  Medicine, 
Providence,  Rhode  Island. 

Gus  J.  Slotman,  MD,  is  .Assistant  Profe.ssor  of  Surgen, 
Brown  University  Program  in  Medicine,  Providence, 
Rhode  Island. 


drip  infusion  and  standard  injection  techniques. 
This  study  was  designed  to  test  the  hypothesis 
that  the  drip  infusion  technique  is  indeed  less 
frequently  associated  with  adverse  sequelae  com- 
pared to  the  standard  injection  technique. 

Method 

All  patients  scheduled  for  elective  postoperative 
T-tube  cholangiography  were  considered  for 
study.  After  charts  were  reviewed  to  determine 
the  operative  diagnosis,  previous  blood  and  bile 
culture  results,  and  antibiotic  usage,  patients  with 
malignant  obstruction  of  the  biliary  tree  were 
excluded.  Those  with  continuing  sepsis  pre- 
sumed to  be  from  the  biliary  tree  also  were  ex- 
cluded. After  informed  consent  was  obtained  and 
12-18  hours  prior  to  cholangiography,  a sample 
of  T-tube  bile  and  blood  were  cultured  in  both 
aerobic  and  anaerobic  media. 

Patients  were  then  randomized  according  to 
the  last  hospital  digit  to  recei\e  either  the  stan- 
dartl  injection  method  of  f-tube  cholangiogra- 
phy or  the  drij)  infusion  method.  With  the  drij) 
infusion  method,  a syringe  of  dye  (diatrizoate 
meglumine)  was  placed  with  the  plunger  re- 
moved so  that  the  open  end  of  the  svringe  was  20 
cm  above  the  mid-axillary  line.  Phis  agent  has  a 
Sjiecific  gravity  of  1.81,  jjroducing  a maximum 
pressure  of  2b  cm  of  water  during  the  infusion. 
With  both  techniques,  dve  was  infused  to  the 
point  where  an  adecpiate  cholangiogi  am  could  be 
obtained.  Blood  cultures  were  re|)eated  fifteen 
minutes  and  six  hours  after  the  cholangiogram. 
(Jiarts  were  then  reviewed  to  determine  if  any 
adverse  reactions  were  noted  after  the  cholan- 
giography, ie,  fever,  shaking,  chills,  or  pain. 

fhis  j)rotocol  was  aj)|)ro\ed  by  the  (iommittee 
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for  the  Protection  of  Human  Subjects. 


Results 

Thirty-three  patients  agreed  to  participate,  and 

29  completed  the  study.  Each  of  the  four  patients 
excluded  from  the  analysis  had  incomplete  cul- 
ture information.  Sixteen  patients  were  random- 
ized for  the  drip  infusion  technique,  and  13  for 
the  standard  injection  method.  Table  1 reviews 
the  demographic  data  of  this  patient  population. 
As  expected,  the  patients  were  on  average 
females  in  their  70s  with  chronic  cholecystitis  as 
the  most  common  diagnosis. 

Table  2 summarizes  the  culture  data.  Of  26 
patients  having  operative  bile  culture,  14  were 
positive:  seven  in  the  standard  injection  tech- 
nique and  seven  in  the  drip  infusion  group.  T- 
tube  bile  cultures  prior  to  the  T-tube  cholangio- 
gram  were  positive  in  18  of  29  patients:  ten  in  the 
injection  group  and  eight  in  the  drip  infusion 
group.  No  blood  culture  was  positive  prior  to  the 
T-tube  cholangiogram  study.  In  both  groups, 
only  one  blood  culture  was  positive  after  the 
T-tube  cholangiogram,  this  being  a blood  culture 
positive  for  S epidermidis  six  hours  after  the  chol- 
angiogram in  the  standard  injection  technique 
group.  5 epidermidis  was  not  cultured  from  the  bile 
in  that  patient. 

Table  3 reviews  the  bacteriological  data 
obtained  from  the  positive  cultures.  Operative 
bile  cultures  revealed  that  the  most  common 
organism  was  Enterococcus  with  no  gram  negative 
predominant  organism.  The  T-tube  bile  cultures 
revealed  an  emergence  of  Pseudomonas,  Serratia, 
and  5 epidermidis,  which  were  not  present  in  the 
operative  bile  cultures. 

Review  of  the  quality  of  the  cholangiogram  in 
20  patients  by  two  radiologists  who  were  not  in- 
formed of  the  method  of  study  revealed  no  dif- 
ference in  the  quality  of  the  cholangiograms  be- 
tween the  drip  infusion  and  the  standard  injec- 
tion technique. 

Discussion 

T he  migration  of  bacteria  from  the  biliary  tree 
into  the  bloodstream,  most  often  clinically  seen  in 
cholangitis,  requires  the  presence  of  bacteria  in 
the  biliary  tree  and  an  increase  in  intraductal 
pressure.  Several  experimental  studies  have 
demonstrated  that  pressures  in  the  range  of  20- 

30  cm  of  water  are  required  to  cause  a reflux  of 
biliary  bacteria  into  the  bloodstream. 

Numerous  etiologies  of  cholangitis  have  been 
described,  including  common  duct  obstruction 
from  stones,  stricture,  and  tumor.  Cholangitis 


Table  1.  — Demographic  Data 


Age: 

Mean  — 63 
Range  — 22-86 
Sex; 

Males  — 9 
Females  — 20 
Diagnosis: 

Chronic  cholecystitis  19 

Acute  cholecystitis  7 

Pancreatis  3 

T-tube  method; 

Injection  — 13 
Drip  infusion  — 16 


has  also  been  documented  after  endoscopic  ret- 
rograde cholangiography  and  T-tube  cholangio- 
grams. 

Once  a catheter  is  placed  in  the  biliary  tree,  it  is 
to  be  expected  that  there  will  be  a high  incidence 
of  bacteria.  This  is  especially  true  since  patients 
who  have  tubes  positioned  in  the  biliary  tree  most 
often  have  bacteria  in  the  duct.  The  high  inci- 
dence of  bacteriobilia  with  tubes  in  the  biliary  tree 
is  confirmed  in  a study  by  Cameron  in  which  92  of 
100  patients  undergoing  biliary  tree  radiography 
demonstrated  positive  bile  cultures.  In  this  study, 
nine  patients  having  the  standard  injection  tech- 
nique of  cholangiography  developed  bacteremia, 
with  only  one  patient  developing  clinical  cholan- 
gitis. In  each  case  the  organism  cultured  from  the 
blood  was  identical  to  that  obtained  from  the 
previously  cultured  bile.  The  positive  blood  cul- 
tures from  these  nine  patients  could  not  be  corre- 
lated with  age,  sex,  laboratory  findings,  etiology 
of  common  duct  disease,  or  the  results  of  the 
cholangiogram.  Cameron  suggests  that  monitor- 
ing the  pressure  of  dye  infusion  might  reduce  the 
incidence  of  bacteremia. 

Dellinger  retrospectively  reviewed  adverse 
reactions  resulting  from  T-tube  cholangi- 
ography.^ Eleven  of  the  170  cholangiograms  re- 
sulted in  adverse  reactions  with  nine  of  these 
classified  as  mild,  ie,  elevation  of  temperature, 
abdominal  pain,  and  nausea.  Only  two  patients 
developed  severe  reactions,  ie,  hypotension, 
tachycardia,  oliguria,  and  mental  confusion. 
Both  of  the  severe  reactions  occurred  in  patients 
with  positive  T-tube  bile  cultures  and  eight  of  the 
nine  mild  reactions  in  patients  with  positive  cul- 
tures. Both  severe  reactions  occurred  with  the 
standard  injection  technique.  They  found  that 
there  were  fewer  adverse  reactions  when  a drip 
infusion  was  used  as  compared  to  the  standard 
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Table  2.  — Culture  Data 

T-tube  method 

Injection 

Drip  injection 

* 26  patients 
t 29  patients 

Operative  bile 
cultures* 

7/11  positive 
7/15  positive 

T-tube  bile 
culturest 

10/13  positive 
8/16  positive 

Pre  T-tube  study 

13/13  no  growth 
15/15  no  growth 

Blood  cultures 
15  minutes 
post  study 

12/12  no  growth 
14/14  no  growth 

6 hours  post  study 

1/10  positive 
14/14  no  growth 

injection  technique.  In  this  study,  the  administra- 
tion of  antibiotics  at  the  time  of  T-tube  cholan- 
giography did  not  affect  the  incidence  of  the 
adverse  reactions. 

Both  of  these  studies  suggest  that  the  incidence 
of  adverse  reactions  to  T-tube  cholangiography 
would  be  reduced  by  limiting  the  pressure  of  dye 
infusion.  The  results  of  our  study,  however,  do 
not  support  that  suggestion.  In  neither  the  stan- 
dard injection  nor  the  drip  infusion  group  was 
there  a significant  adverse  reaction.  The  stan- 
dard injection  technique  was  performed  under 
fluoroscopic  control  with  care  taken  to  fill  the 
biliary  tree  with  the  least  amount  of  pressure 
needed.  Apparently  when  this  is  accomplished  in 
a normal  biliary  tree  without  evidence  of  obstruc- 
tion, the  risk  of  bacteremia  is  minimal. 

The  biliary  flora  changed  between  the  time  of 
operative  bile  cultures  and  the  pre-cholangio- 
graphic  bile  cultures  to  include  the  nosocomial 
organisms.  Pseudomonas,  Serratia,  and  5 epidermi- 
dis.  The  T-tube  consequently  can  serve  as  a con- 
duit for  nosocomial  colonization. 

Conclusions 

There  is  no  increased  risk  of  bacteremia  with  the 
standard  injection  technique  in  patients  who  have 
no  evidence  of  continuing  biliarv  tree  sepsis  or 
obstruction  of  the  biliary  tree. 

There  is  no  significant  difference  in  the  quality 
of  the  radiograph  between  the  standard  injection 
and  the  drip  infusion  technique. 

The  drip  infusion  technique  should  be  re- 
served for  patients  septic  at  the  time  of  studv  and 
those  likely  to  have  persistent  common  duct  ob- 


Table 3.  — Bacteriologic  Data 

Organism 

Operative  Bile 
Cultures 

T-tube  Bile 
Cultures 

Gram  Negative 

E.  Coli 

2 

1 

Klebsiella 

3 

5 

Enterobacter 

2 

4 

Pseudomonas 

0 

5 

Serratia 

0 

3 

Other 

4 

5 

Gram  Positive 

Enterococcus 

7 

7 

S epidermidis 

0 

3 

Diptheroids 

1 

0 

Other 

3 

2 

struction. 

Since  bactermia  is  an  unlikely  event  after 
T-tube  cholangiography,  antibiotics  need  not  be 
given  for  routine  T-tube  cholangiograms. 
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re*ha*bil*i*tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhcxie  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medical/ 
surgical  capabilities  of  a full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area. 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  write  to:  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 


VANDERBILT 

REHABILITATION  CENTER 


At  Newpiort  Hospital 

Friendship  St.,  Newport,  RI  02840 
(401)846-6400,  ext.  1845 
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RHODE  ISLAND  MEDICAL  SOCIETY 

CONSTITUTION 

Effective  May  29,  1985 


ARTICLE  1.  NAME 

The  name  of  this  organization  is  the  Rhode  Island  Medical 
Society. 


ARTICLE  2.  OBJECTIVES 

The  objectives  of  this  Society  are  to  promote  the  art  and 
science  of  medicine  and  the  improvement  of  public  health;  to 
advocate  the  provision  of  quality  medical  care  for  all  patients; 
to  promote  the  exchange  of  information  and  dialogue  among 
physicians;  and  to  enlighten  and  direct  public  opinion  in  regard 
to  the  problems  of  medicine. 

ARTICLE  3.  CONSTITUENT  SOCIETIES 

The  constituent  societies  of  this  Society  consist  of  those 
county  or  district  medical  societies  which  hold  charters  from 
this  Society  that  are  in  full  force  and  effect. 


ARTICLE  4.  MEMBERS 

The  Rhode  Island  Medical  Society  shall  consist  of  members 
of  a county  or  district  medical  society  and  others  as  provided  in 
the  Bylaws. 

ARTICLE  5.  HOUSE  OF  DELEGATES 

The  legislative  and  policy-making  body  of  the  Society  is  the 
House  of  Delegates  composed  of  elected  representatives  and 
others  as  provided  in  the  Bylaws.  The  House  of  Delegates 
shall  transact  all  business  of  the  Society  not  otherwise  specifi- 
cally provided  for  in  this  Constitution  and  Bylaws  and  shall 
elect  the  general  officers  except  as  otherwise  provided  in  the 
Bylaws. 

ARTICLE  6.  OFFICERS 

The  officers  of  this  Society  are  the  President,  President- 
Elect,  Immediate  Past  President,  Secretary,  Treasurer, 
Speaker  and  Vice-Speaker  of  the  House  of  Delegates,  and 
AMA  Delegate  and  Alternate  Delegate.  Their  qualifications 
and  terms  of  office  shall  be  provided  in  the  Bylaws. 

ARTICLE  7.  MEETINGS  ^ 

The  Society  shall  hold  an  annual  meeting  at  such  place  and 
time  as  the  President  may  determine  The  Secretary  shall  gi'. 
each  member  adequate  notice  as  provided  in  the  Bylaws. 

A special  meeting  of  the  Sr  ciety  may  be  called  by  the 
President  at  his  or  her  discretion  and  must  be  called  on  the 
written  petition  of  25  members. 


ARTICLE  8.  FUNDS 

Funds  for  conducting  the  affairs  of  the  Society  may  be 
raised:  (1)  by  such  annual  dues  from  the  members  of  the 
Society  as  the  House  of  Delegates  may  determine;  (2)  by  such 
special  assessments  on  members  as  the  House  of  Delegates 
may  determine;  (3)  by  voluntary  contributions,  devises,  be- 
quests, and  other  gifts;  and  (4)  in  any  other  manner  approved 
by  the  House  of  Delegates. 


ARTICLE  9.  OFFICIAL  PUBLICATION 

The  official  publication  of  this  Society  is  the  Rhode  Island 
MedicalJournal,  which  shall  publish  all  official  Society  notices 
and  transactions  of  the  House  of  Delegates,  general  meetings 
of  the  Society,  and  abstracts  of  the  meetings  of  the  Council. 


ARTICLE  10.  ETHICS 

The  Principles  of  Medical  Ethics  of  the  American  Medical 
Association  and  its  subsequent  amendments  shall  govern  the 
conduct  of  the  members  of  the  Society  in  relation  to  each  other 
and  to  the  public. 

ARTICLE  11.  RULES  OF  ORDER 

In  the  absence  of  any  provision  in  the  Bylaws  to  the  con- 
trary, all  general  meetings  of  the  Society  and  all  meetings  of 
the  House  of  Delegates,  Council,  and  committees  shall  be 
governed  by  the  parliamentary  rules  proposed  by  the  Speaker 
of  the  House  of  Delegates  and  approved  by  the  House  of 
Delegates. 


ARTICLE  12.  AMENDMENTS 

This  Constitution  and  Bylaws  may  be  amended  in  any 
general  meeting  of  the  Society  by  a majority  vote  of  the  mem- 
bers present  and  voting,  provided  the  proposed  amendment 
has  been  presented  by  the  House  of  Delegates  and  has 
received  its  approval  by  a two-thirds  vote  of  the  Delegates 
present  and  voting. 


ARTICLE  13.  REPEAL  OF  PREVIOUS  MOTIONS 

On  adoption  of  this  Constitution  and  Bylaws,  all  previous 
Constitutions  and  Bylaws  and  motions  of  record,  rules,  and 
regulations  in  conflict  with  this  Constitution  and  Bylaws  are 
hereby  repealed,  provided  that  all  officers,  delegates,  and 
elected  committee  members  now  in  office  shall  continue  their 
terms  until  their  successors  are  duly  elected  as  provided  in  the 
Bylaws. 


BYLAWS 


SECTION  1.  MEMBERSHIP 

1.1  Categories.  Categories  of  membership  are:  (1)  Active 
Constituent;  (2)  Active  Direct;  (3)  Associate;  (4)  Affiliate;  and 
(5)  Honorary. 

1.11  Active  Constituent.  Active  Constituent  members 
are  members  of  constituent  societies  who  are  entitled  to 
exercise  the  rights  of  membership  in  their  constituent 
societies,  including  the  right  to  vote  and  hold  office,  as 
determined  by  their  respective  constituent  societies,  and 
who  fulfill  one  of  the  following  requirements:  (1 ) possess  the 
degree  of  Doctor  of  Medicine  or  its  equivalent;  (2)  possess 
an  unrestricted  license  to  practice  medicine  and  surgery;  (3) 
are  residents  serving  in  training  programs  approved  by  the 
Accreditation  Council  on  Graduate  Medical  Education;  or 
(4)  are  medical  students  enrolled  in  a medical  school 
approved  by  the  Accreditation  Council  on  Medical  Educa- 
tion. 

A person  eligible  for  Active  Constituent  membership  in 
the  Rhode  Island  Medical  Society  becomes  a member  of 
the  Society  upon  certification  by  the  secretary  of  the  constit- 
uent society  to  the  Executive  Director  of  the  Rhode  Island 
Medical  Society,  provided  there  is  no  disapproval  by  the 
Council. 

1.12  Active  Direct.  Active  Direct  members  are  those 
members  who  are  ineligible  for  membership  in  a constituent 
society  as  defined  in  Section  1 .1 1 , but  who  fulfill  one  of  the 
following  requirements. 

1.12(1)  Military  Officers.  Regular  commissioned  offi- 
cers, commissioned  medical  officers  of  reserve  compo- 
nents, and  civilian  employees  who  hold  the  degree  of 
Doctor  of  Medicine,  Bachelor  of  Medicine,  or  Doctor  of 
Osteopathy,  on  active  duty  with  or  employed  by  the  Unit- 
ed States  Armed  Forces  or  the  United  States  Public 
Health  Service.  Military  officers  and  civilian  employees  as 
defined  in  Section  1.12(1)  are  admitted  to  membership 
upon  application  to  the  Executive  Director,  provided  there 
is  no  disapproval  by  the  Council.  Such  members  may 
retain  this  membership  while  they  are  on  active  duty,  and 
thereafter,  if  they  have  retired  in  accordance  with  federal 
laws,  for  as  long  as  they  are  ineligible  for  membership  in  a 
constituent  society. 

1.12(2)  Federal  Employees.  Civilian  physicians  em- 
ployed on  a full-time  basis  by  any  federal  agency,  except 
those  included  in  Section  1 .12(1),  including  the  Veterans 
Administration,  who  are  ineligible  for  membership  in  a 
constituent  society.  Federal  employee  members  are 
admitted  to  membership  upon  nomination  by  the  chief 
medical  officer  of  the  agency  in  which  they  are  employed, 
provided  there  is  no  disapproval  by  the  Council.  Such 
members  may  retain  this  type  of  membership  while  they 
are  employed  by  the  federal  government  and  thereafter,  if 
they  have  retired  in  accordance  with  federal  laws,  for  as 
long  as  they  are  ineligible  for  membership  in  a constituent 
society. 

1.12(3)  Non-Members  of  Constituent  Societies. 
Physicians  who  hold  the  degree  of  Doctor  of  Medicine, 
Bachelor  of  Medicine,  or  its  equivalent  who  are  ineligible 
for  active  constituent  membership  as  defined  in  Section 
1.11.  Such  physicians  are  admitted  to  membership  upon 
application  to  the  Executive  Director,  provided  there  is  no 
disapproval  by  the  constituent  society  or  by  the  Council  of 


the  Rhode  Island  Medical  Society.  Such  members  may 
retain  this  type  of  membership  only  as  long  as  they  are 
ineligible  for  membership  in  a constituent  society. 

1.12(4)  Residents.  Residents  in  training  in  programs 
approved  by  the  Accreditation  Council  on  Graduate 
Medical  Education  in  areas  where  there  is  no  provision  for 
membership  in  a constituent  society.  Residents  are 
admitted  to  membership  upon  application  to  the  Execu- 
tive Director  with  the  endorsement  by  two  Active  Constit- 
uent members  of  the  Rhode  Island  Medical  Society  on  the 
staff  of  a hospital  in  which  they  are  training,  provided 
there  is  no  disapproval  by  the  Council. 

1.12(5)  Medical  Students.  Students  enrolled  in  medi- 
cal schools  approved  by  the  Accreditation  Council  on 
Medical  Education  who  are  studying  for  the  degree  of 
Doctor  of  Medicine  in  areas  where  there  is  no  provision 
for  membership  in  a constituent  society.  Medical  students 
are  admitted  to  membership  upon  application  to  the  Ex- 
ecutive Director  if  they  are  members  in  good  standing  of 
the  American  Medical  Association  or  with  the  endorse- 
ment of  two  Active  Constituent  members  of  the  Rhode 
Island  Medical  Society,  provided  there  is  no  disapproval 
by  the  Council. 

Rights  and  Privileges.  Active  Constituent  and  Active 
Direct  members  are  entitled  to  receive  the  Rhode  Island 
Medical  Journal  and  such  other  publications  as  the  Council 
may  authorize. 

Dues  and  Assessments.  Active  Constituent  and  Active 
Direct  members  are  liable  for  such  dues  and  assessments 
as  determined  by  the  House  of  Delegates.  Active  Direct 
members  shall  pay  their  annual  dues  and  assessments  to 
the  Executive  Director. 

Exemptions.  Upon  written  request.  Active  Constituent 
and  Active  Direct  members  may  be  exempt  from  dues  on 
January  1 following  their  seventieth  birthday.  The  Council 
may  excuse  other  members  from  payment  of  dues,  pro- 
vided such  exemption  is  consistent  with  the  criteria  for  dues 
exemption  of  their  constituent  societies,  and  provided  the 
request  for  exemption  is  transmitted  through  the  constituent 
society  to  the  Executive  Director. 

Delinquency.  Members  are  delinquent  if  their  dues  and 
assessments  are  not  received  by  the  Rhode  Island  Medical 
Society  by  May  1 of  the  current  dues  year  or  by  such  other 
date  as  the  Council  may  specifically  determine.  Delinquent 
members  shall  forfeit  their  membership  in  the  Society  if 
delinquent  dues  and  assessments  are  not  received  by  the 
Society  within  30  days  after  notice  of  delinquency  has  been 
mailed  to  the  member’s  last  known  address  by  the  Execu- 
tive Director. 

1.13  Associate  Members.  Associate  membership  is  lim- 
ited to  those  physicians  who  hold  the  degree  of  Doctor  of 
Medicine,  Bachelor  of  Medicine,  or  Doctor  of  Osteopathy 
who  are  members  of  a constituent  society  but  are  ineligible 
for  Active  Constituent  or  Active  Direct  membership  in  the 
Rhode  Island  Medical  Society.  Associate  members  are 
admitted  to  membership  upon  certification  by  the  secretary 
of  the  appropriate  constituent  society  to  the  Executive 
Director,  provided  there  is  no  disapproval  by  the  Council. 
Such  members  may  attend  the  annual  meeting  of  the  Socie- 
ty, but  may  not  vote  or  hold  office.  Associate  members  are 
subject  to  dues  as  determined  by  the  House  of  Delegates. 


1.14  Affiliate  Members.  Persons  who  belong  to  one  of 
the  following  classes  may  become  Affiliate  members:  (1) 
physicians  who  are  members  of  national  medical  societies 
of  foreign  countries;  (2)  American  physicians  located  in 
foreign  countries  or  in  possessions  of  the  United  States  who 
are  engaged  in  medical,  missionary,  educational,  or  philan- 
thropic endeavors;  (3)  dentists  who  hold  the  degree  of  DMD 
or  DDS  who  are  members  of  the  American  Dental  Associa- 
tion and  their  state  and  local  dental  societies;  (4)  pharma- 
cists who  are  active  members  of  the  American  Phar- 
maceutical Association;  (5)  teachers  of  medicine  or  the 
sciences  related  to  medicine  who  are  citizens  of  the  United 
States,  but  who  are  ineligible  for  Active  or  Associate  mem- 
bership; (6)  individuals  engaged  in  scientific  endeavors  re- 
lated to  medicine  and  others  who  have  attained  distinction 
in  their  fields  of  endeavors,  but  who  are  not  eligible  for  other 
categories  of  membership;  and  (7)  Physician’s  Assistants 
(PAs)  who  have  met  the  requirements  of  the  Rhode  Island 
Board  of  Registration  for  Physician’s  Assistants,  are  em- 
ployed within  the  jurisdiction  of  the  Society,  and  are  super- 
vised by  and  responsible  to  a physician  who  is  an  Active 
member  of  the  Society. 

Affiliate  members  are  admitted  by  a majority  vote  of  the 
Council  following  nomination  by  the  Executive  Director. 
Such  members  may  attend  the  annual  meeting  of  the  Socie- 
ty, but  may  not  vote  or  hold  office.  Affiliate  members  are 
subject  to  dues  as  determined  by  the  House  of  Delegates. 

1.15  Honorary  Members.  Honorary  membership  is  ex- 
tended to  physicians  of  foreign  countries,  other  states,  or 
territories  who  have  achieved  preeminence  in  the  profes- 
sion of  medicine,  and  other  outstanding  individuals  in  the 
health  care  field.  Members  in  good  standing  who  graduated 
from  medical  school  more  than  50  years  ago  and  who  have 
belonged  to  the  Society  for  at  least  ten  years  may  automati- 
cally become  honorary  members  when  recommended  by 
their  respective  constituent  societies.  Honorary  members 
are  elected  by  the  House  of  Delegates  upon  nomination  by 
the  Council.  Such  members  may  attend  the  annual  meeting 
of  the  Society,  but  may  not  vote  or  hold  office.  Honorary 
members  are  not  subject  to  dues  or  assessments. 

1 .2  Maintenance  of  Membership.  A member  may  hold  only 
one  type  of  membership  in  the  Rhode  Island  Medical  Society 
at  any  one  time.  A member  may  retain  membership  only  as 
long  as  he  or  she  complies  with  the  provisions  of  the  Constitu- 
tion and  Bylaws  of  the  Rhode  Island  Medical  Society  and  the 
Principles  of  Medical  Ethics  of  the  American  Medical  Associa- 
tion. 

1.3  Transfer  of  Membership.  Active  Constituent,  Active 
Direct,  or  Associate  members  who  move  to  another  jurisdic- 
tion or  establish  a medical  practice  in  another  jurisdiction  may 
continue  membership  in  the  Rhode  Island  Medical  Society 
without  interruption  by  applying  within  one  year  for  mem- 
bership in  the  constituent  society  in  the  jurisdiction  to  which 
they  have  moved.  Unless  membership  in  the  constituent  soci- 
ety has  been  granted  within  two  years  after  application,  the 
Executive  Director  shall  remove  their  name  from  the  roster  of 
members  of  the  Rhode  Island  Medical  Society. 

1 .4  Termination  of  Membership.  The  Executive  Director, 
upon  being  officially  informed  that  an  Active  or  Associate 
member  is  not  in  good  standing  in  a constituent  society,  shall 
remove  the  member’s  name  from  the  roster  of  members. 

1.5  Discrimination.  Membership  in  any  category  of  the 
Rhode  Island  Medical  Society,  or  in  any  of  its  constituent 


societies,  shall  not  be  denied  or  abridged  on  account  of  color, 
creed,  race,  religion,  ethnic  origin,  national  origin,  or  sex. 

1.6  Discipline. 

1.6(1)  Active  Constituent  Members.  After  due  notice  and 
hearing,  the  Council  may  censure,  suspend,  or  expel  any 
member  for  a violation  of  the  Constitution  and  Bylaws  or  the 
Principles  of  Medical  Ethics.  Notice  of  intention  to  file  an 
appeal  must  be  filed  with  the  Council  within  30  days  of  the 
decision.  The  appeal  must  be  filed  within  60  days  of  the 
notice  of  intent  to  file  an  appeal.  The  Council,  for  good  and 
sufficient  cause,  may  grant  an  additional  30  days  for  filing 
the  appeal. 

1 .6(2)  All  Other  Members.  The  Council,  after  due  notice 
and  hearing,  may  censure,  suspend,  or  expel  any  Active 
Direct,  Associate,  Affiliate,  or  Honorary  member  for  a viola- 
tion of  the  Constitution  and  Bylaws  or  the  Principles  of 
Medical  Ethics  who  shall  have  the  rights  of  appeal  provided 
in  Section  1.6(1). 

SECTION  2.  CONSTITUENT  SOCIETIES 

2.1  Charters.  The  constituent  societies  of  this  Society  con- 
sist of  those  county  or  district  medical  societies  which  hold 
charters  from  this  Society  that  are  in  full  force  and  effect.  All 
charters  issued  by  this  Society  continue  in  full  force  and  effect 
until  revoked  or  suspended.  The  Council,  with  the  approval  of 
the  House  of  Delegates,  may  charter,  as  a constituent  society, 
a medical  society  which  is  representative  of  the  medical  pro- 
fession of  a county  or  district  as  circumstances  may  dictate. 
The  House  of  Delegates  shall  have  authority  to  revoke  the 
charter  of  any  constituent  society  whose  actions  violate  the 
letter  or  spirit  of  the  Constitution  and  Bylaws. 

2.2  Qualifications  of  Members.  Subject  to  the  provisions  of 
Section  2.3,  each  constituent  society  is  the  sole  judge  of  the 
qualifications  of  its  members  and  the  acceptance  of  applicants 
is  wholly  at  the  pleasure  of  the  constituent  society.  A constit- 
uent society  may  create  classes  or  types  of  membership  in 
addition  to  the  types  of  membership  of  this  Society,  but  only 
members  of  the  constituent  society  with  the  membership  qual- 
ifications required  by  these  Bylaws  may  be  members  of  this 
Society. 

2.3  Limitations.  Constituent  societies  are  subject  to  the 
following  limitations:  (1)  The  Constitution  and  Bylaws  of  this 
Society  and  all  subsequent  amendments  are  the  supreme  law 
of  the  constituent  society.  If  the  Constitution  and  Bylaws  of  this 
Society  contradict  the  bylaws  of  a constituent  society,  the 
latter  are  void;  (2)  A constituent  society  may  admit  to  Active 
membership  only  those  members  who  meet  the  minimum 
requirements  stated  in  Article  1 , and  reside  or  practice  in  the 
territorial  jurisdiction  of  the  Society,  except  as  the  rules  and 
regulations  of  this  Society  may  othenwise  provide;  and  (3)  A 
member  against  whom  disciplinary  action  has  been  voted  by  a 
constituent  society  shall  have  the  right  to  appeal  to  the  Council 
of  this  Society  and  to  the  Judicial  Council  of  the  American 
Medical  Association  under  such  rules  as  those  two  bodies 
may  adopt.  However,  the  disciplinary  action  voted  by  the 
constituent  society  shall  remain  in  effect  while  any  appeals  are 
pending. 

2.4  Delegates  and  Councilors.  Each  constituent  society  is 
entitled  to  elect  one  Delegate  to  the  House  of  Delegates  of  this 
Society  for  each  50  active  members,  or  major  fraction  thereof, 
of  the  constituent  society.  Regardless  of  the  total  number  of 
active  members,  each  constituent  society  is  entitled  to  elect  at 
least  two  Delegates,  one  of  whom  may  be  the  president  of  the 


constituent  society.  Only  Active  members  of  this  Society  are 
eligible  for  election  as  Delegates  or  Alternates.  The  Delegates 
shall  be  selected  by  the  constituent  societies  at  their  respec- 
tive annual  meetings,  for  one-year  terms,  which  run  from  the 
meeting  at  which  they  were  elected  to  the  next  annual  meeting 
of  the  constituent  society. 

Each  constituent  society  is  entitled  to  elect  one  Councilor 
who  shall  be  an  Active  member  of  the  Society,  and  who  shall 
serve  a one-year  term  beginning  at  the  close  of  the  annual 
meeting  at  which  he  or  she  is  elected. 

2.5  Vacancies.  If  a Delegate  or  Councilor  elected  by  a 
constituent  society  dies,  resigns,  ceases  to  be  a member  in 
good  standing  of  the  Society,  becomes  disabled,  or  for  any 
other  reason  cannot  assume  the  duties  of  his  or  her  office,  or 
will  be  absent  from  a meeting  of  the  House  of  Delegates  of  this 
Society,  the  president  of  the  constituent  society  may  appoint 
another  member  to  serve  in  his  or  her  place  during  the  balance 
of  the  term  or  during  the  disability  or  absence,  as  circum- 
stances may  permit.  As  soon  as  possible  after  the  appoint- 
ment, the  president  of  the  constituent  society  shall  notify  the 
Secretary  of  the  Society  of  this  action. 

2.6  Secretaries’  Duties.  The  secretary  of  each  constituent 
society  shall  keep  a roster  of  its  members,  grouping  the  mem- 
bers according  to  the  type  of  membership  held.  With  respect  to 
each  member,  the  roster  shall  contain  the  full  name,  address, 
date  of  birth,  professional  college  and  date  of  graduation,  the 
date  the  member  was  licensed  to  practice  in  this  state,  and 
such  other  information  as  the  Secretary  of  this  Society  may 
require.  In  keeping  such  records,  the  secretary  shall  note  any 
change  in  the  membership  roster  as  the  result  of  death  or 
removal  and  shall  so  notify  the  Secretary  of  the  Society.  The 
secretary  of  the  constituent  society  shall  promptly  notify  the 
Secretary  of  the  Society  of  losses  of  membership,  giving  the 
causes  of  individual  cases. 

2.7  Membership  and  Place  of  Residence.  Any  doctor  of 
medicine  residing  near  a county  or  district  line  may  be  elected 
to  membership  in  that  constituent  society  whose  meetings  will 
be  most  convenient  for  him  or  her  to  attend,  if  the  action  is 
acceptable  to  the  constituent  society  where  the  physician 
resides. 

Any  doctor  of  medicine,  who  has  his  or  her  major  office  or 
professional  practice  in  one  county  or  district  and  resides  in 
another  county  or  district,  has  the  option  of  applying  for  mem- 
bership in  either  constituent  society  if  the  action  is  acceptable 
to  both  constituent  societies. 

SECTION  3.  OFFICERS 

3.1  Election  and  Terms  of  Officers.  The  House  of  Dele- 
gates at  its  annual  meeting  shall  elect  the  following  officers  to 
serve  one-year  terms:  President,  President-Elect,  Secretary, 
Treasurer,  and  Speaker  and  Vice-Speaker  of  the  House  of 
Delegates.  At  the  annual  meeting  in  even  years,  the  House 
shall  elect  the  Delegate  and  Alternate  Delegate  to  the  Amer- 
ican Medical  Association  to  serve  two-year  terms.  The  Dele- 
gate and  Alternate  Delegate  may  serve  a maximum  of  three 
two-year  terms  in  their  respective  offices  and  a total  of  12 
years  as  both  Delegate  and  Alternate  Delegate. 

The  Council  shall  authorize  a Nominating  Committee  to 
include  the  President,  two  Councilors,  and  two  Delegates  who 
do  not  serve  on  the  Council.  The  President  shall  appoint  the 
Councilors  and  Delegates  and  shall  serve  as  chairman  of  the 
Nominating  Committee.  A list  of  nominees  approved  by  the 
Council  shall  be  mailed  to  the  House  at  least  one  week  before 
the  annual  meeting.  Other  nominations  may  be  made  from  the 


floor  of  the  House  by  any  voting  member  of  the  House.  All 
elections  shall  be  by  ballot,  and  a majority  of  the  votes  cast 
shall  be  necessary  to  elect. 

The  officers  elected  by  the  House,  except  for  the  AMA 
Delegate  and  Alternate  Delegate,  shall  assume  office  at  the 
close  of  the  annual  meeting  of  the  Society  and  shall  serve  until 
the  next  annual  meeting.  The  AMA  Delegate  and  Alternate 
Delegate  shall  assume  office  on  January  1 following  their 
election  in  accordance  with  the  Constitution  and  Bylaws  of  the 
American  Medical  Association. 

3.2  Vacancies.  If  the  President  dies,  resigns,  is  removed, 
or  becomes  disqualified  before  the  expiration  of  his  or  her 
term,  the  President-Elect  shall  succeed  to  the  office  of  Presi- 
dent, with  all  its  prerogatives  and  duties.  Vacancies  created  by 
the  death,  resignation,  or  removal  of  other  officers  shall  be 
filled  by  appointment  by  the  Council  for  the  unexpired  portion 
of  the  term,  except  in  the  case  of  vacancy  in  the  office  of 
President-Elect  when  the  Council  shall  submit  a nominee  to 
the  House  of  Delegates. 

3.3  Duties.  In  addition  to  the  rights  and  duties  provided 
elsewhere  in  this  Constitution  and  Bylaws  or  as  custom  or 
parliamentary  usage  may  require,  the  officers  shall  have  the 
rights  and  duties  respectively  assigned  to  them  in  the  suc- 
ceeding sections  of  this  article. 

3.3(1)  President.  The  President  shall  be  responsible  for 
the  following  rights  and  duties:  (1)  to  preside  at  all  general 
meetings  of  the  Society  and  of  the  Council;  (2)  to  serve  as  a 
member  of  the  House  of  Delegates,  Council,  and  Executive 
Committee;*  (3)  to  deliver  an  address  at  the  annual 
meeting;  (4)  to  act  as  the  spokesman  of  the  profession  in  the 
state,  and  when  advisable  or  necessary  to  visit  personally, 
or  appoint  a representative  to  visit,  the  various  constituent 
societies  and  to  assist  the  councilors  in  strengthening  the 
constituent  societies;  (5)  to  appoint  delegates  to  other 
medical  societies  to  serve  for  a one-year  term  and  an 
anniversary  chairman  to  preside  at  the  next  annual  dinner; 
(6)  to  appoint  and  discharge  all  committees  not  otherwise 
provided  for;  and  (7)  to  serve  as  an  ex  officio  member  of  all 
committees. 

3.3(2)  President-Elect.  The  President-Elect  shall, 
through  active  aid  to  the  President  and  membership  on  the 
Council,  House  of  Delegates,  and  Executive  Committee, 
obtain  the  greatest  possible  knowledge  of  the  affairs  and 
personnel  of  the  Society,  to  enable  him  or  her  to  fulfill 
effectively  the  office  of  President  upon  succession.  The 
President-Elect  shall  officiate  for  the  President  during  his  or 
her  absence  or  upon  request. 

3.3(3)  Secretary.  The  Secretary  shall  be  responsible  for 
the  following  rights  and  duties:  (1)  to  keep  minutes  of  the 
proceedings  of  the  general  meetings  of  the  Society,  the 
meetings  of  the  Council,  and  meetings  of  the  House  of 
Delegates;  (2)  to  be  the  custodian  of  the  Society’s  seal;  (3) 
to  notify  members  of  meetings,  officers  of  their  elections, 
committee  members  of  their  appointments  and  duties,  and 
to  send  all  notices  required  by  this  Constitution  and  Bylaws, 
by  order  of  the  House  of  Delegates  or  the  Council,  or  by  law; 
(4)  to  provide  for  the  registration  of  members  and  delegates 
at  general  meetings  of  the  Society  and  of  the  House  of 
Delegates  and  to  keep  a record  of  such  registration;  (5)  to 


* By  action  of  the  AMA  House  of  Delegates  in  June  1983,  the  Presi- 
dents of  State  Medical  Societies  also  shall  serve  as  additional  alter- 
nate delegates  to  the  AMA  House  of  Delegates. 


keep  a register  of  all  constituent  societies,  their  respective 
officers,  and  all  members  of  the  Society,  and  to  transmit  a 
copy  of  this  list  to  the  American  Medical  Association  with  the 
names  of  new  members  and  the  names  of  those  dropped 
from  the  membership  roster;  (6)  to  keep  a register  of  all 
licensed  physicians  in  the  state  who  are  members  of  the 
Society,  by  county,  noting  the  status  of  each  in  relation  to 
the  appropriate  constituent  society;  (7)  to  be  the  custodian 
of  all  record  books  and  papers  of  the  Society,  except  those 
which  properly  belong  to  the  T reasurer;  (8)  to  report  annual- 
ly to  the  House  of  Delegates;  (9)  to  prepare  and  issue  all 
programs  as  may  be  directed  by  the  Annual  Meeting  and 
Awards  Committee;  (1 0)  to  aid  the  Council  on  the  organiza- 
tion and  improvement  of  the  constituent  societies  and  in  the 
extension  of  power  and  usefulness  of  this  Society;  (1 1)  to 
perform  such  other  duties  as  may  be  required  by  the  Council 
or  the  House  of  Delegates;  (12)  to  serve  as  an  ex  officio 
member  of  all  standing  committees;  and  (13)  to  serve  as  a 
member  of  the  House  of  Delegates,  Council,  and  Executive 
Committee. 

3.3(4)  Treasurer.  The  Treasurer  shall  have  the  following 
rights  and  duties:  (1 ) to  serve  as  a member  of  the  House  of 
Delegates,  Council,  and  Executive  Committee;  (2)  to  main- 
tain the  records  of  the  dues  of  each  member  and  to  demand 
and  receive  all  funds  due  the  Society,  including  bequests 
and  donations;  to  deposit  these  funds  in  a depository 
approved  by  the  Council;  and  to  keep  an  accurate  record  of 
all  funds  of  the  Society;  (3)  to  present  a budget  of  necessary 
expenses  of  the  Society  for  the  following  year  to  the  Council, 
for  its  approval,  at  the  Council  meeting  preceding  the  House 
of  Delegates  meeting  in  September,  and  to  pay  all  bills 
within  the  scope  of  the  approved  budget;  (4)  to  pay  bills  not 
within  the  scope  of  the  approved  budget  only  on  order  of  the 
Council;  (5)  to  invest  the  funds  of  the  Society  under  the 
supervision  of  the  Council;  (6)  after  receiving  the  recom- 
mendation of  the  Council,  to  sell,  mortgage,  or  lease  any 
property  belonging  to  the  Society,  and  to  execute  the  neces- 
sary legal  documents  thereto;  (7)  when  directed  by  the 
House  of  Delegates,  to  sue  in  the  name  of  the  Society  and  to 
prosecute  such  suits  to  final  judgment  and  execution;  (8)  to 
subject  the  accounts  of  the  Society  to  annual  examination 
by  the  auditors;  (9)  to  render  an  account  of  his  or  her  work 
and  of  the  state  of  the  funds  of  the  Society  annually,  and  to 
present  such  other  written  reports  as  the  House  of  Dele- 
gates or  Council  may  require;  (10)  to  employ  such  assist- 
ants as  may  be  authorized  by  the  Council;  and  (1 1 ) to  give 
bond  in  such  sum  as  may  be  fixed  by  the  Council,  the 
premium  on  such  bond  to  be  paid  by  the  Society. 

3.3(5)  Speaker  of  the  House  of  Delegates.  The  Speaker 
shall  serve  as  a member  of  the  Executive  Committee  and 
the  Council.  The  Speaker  shall  preside  at  the  meetings  of 
the  House  of  Delegates  and  shall  perform  such  duties  as 
custom  and  parliamentary  usage  may  require.  The  Speaker 
may  address  the  House  of  Delegates  at  the  opening  of  each 
meeting,  limiting  comments  to  matters  of  conduct  and  pro- 
cedure in  the  House.  The  Speaker  is  entitled  to  vote  when 
the  vote  is  by  ballot  or  roll  call.  In  all  other  cases,  the 
Speaker  shall  have  the  right  to  vote  only  in  the  case  of  a tie. 

3.3(6)  Vice-Speaker  of  the  House  of  Delegates.  The 
Vice-Speaker  shall  serve  as  a member  of  the  Council.  The 
Vice-Speaker  of  the  House  of  Delegates  shall  officiate  for 
the  Speaker  in  the  latter’s  absence  or  upon  request.  In  case 
of  death,  resignation,  or  removal  of  the  Speaker,  the  Vice- 
Speaker  shall  officiate  during  the  unexpired  term.  The  Vice- 


Speaker  is  entitled  to  vote  when  the  vote  is  by  ballot  or  by  roll 
call. 

3.3(7)  AMA  Delegate.  The  Delegate  shall  represent  the 
Society  at  the  American  Medical  Association  in  conformity 
with  the  applicable  provision  of  the  Constitution  and  Bylaws 
of  the  American  Medical  Association. 

3.3(8)  AMA  Alternate  Delegate.  The  Alternate  Delegate 
to  the  American  Medical  Association  shall  function  for  the 
Delegate  in  the  latter’s  absence  or  upon  request.  In  case  of 
death,  resignation,  or  removal  of  the  Delegate,  the  Alternate 
Delegate  shall  function  as  the  Delegate  for  the  remainder  of 
the  unexpired  term. 

3.4  Reports  of  officers.  The  Secretary,  for  the  Council,  and 
the  chairmen  of  committees,  shall  prepare  reports,  preferably 
in  writing,  for  the  consideration  of  the  House. 

SECTION  4.  HOUSE  OF  DELEGATES 

4.1  General  Powers.  All  legislative  power  of  the  Society  is 
vested  in  and  resides  in  the  House  of  Delegates,  which  alone 
shall  have  authority  to  determine  the  policies  of  the  Society.  It 
shall:  (1)  elect  all  the  officers;  (2)  elect  such  delegates  to  the 
American  Medical  Association  to  which  the  Society  may  be 
entitled;  (3)  elect  the  standing  committee  members;  and  (4) 
determine  the  annual  dues  and  assessments. 

4.2  Composition.  The  House  of  Delegates  shall  be  com- 
posed of: 

4.2(1)  Delegates  elected  by  the  constituent  societies. 
Each  constituent  society  is  entitled  to  elect  one  Delegate  for 
each  50  Active  members  in  good  standing,  or  major  fraction 
thereof,  exclusive  of  resident  physicians  in  good  standing, 
with  the  added  provision  that  each  constituent  society  shall 
be  entitled  to  elect  at  least  two  Delegates,  one  of  whom  may 
be  the  president  of  the  constituent  society. 

4.2(2)  One  Delegate  from  each  officially  recognized  spe- 
cialty society.  An  officially  recognized  specialty  society  must 
have  at  least  1 2 active  members  of  the  Society,  and  at  least 
75  per  cent  of  its  membership  must  be  active  members  of 
the  Society,  must  have  its  request  approved  by  the  Council 
and  the  House  of  Delegates,  and  its  Delegate  must  be  an 
active  member  of  the  Rhode  Island  Medical  Society.* 

4.2(3)  One  Delegate  from  each  officially  recognized  hos- 
pital medical  staff  association.  An  officially  recognized 
medical  staff  association  must  have  at  least  75  per  cent  of 
its  active  members  as  active  members  of  the  Society,  must 
have  its  request  for  representation  in  the  House  of  Dele- 
gates approved  by  the  Council  and  the  House  of  Delegates, 
and  its  Delegate  must  be  an  active  member  of  the  Rhode 
Island  Medical  Society.t 

4.2(4)  The  President,  President-Elect,  Secretary, 
Treasurer,  Immediate  Past  President,  Speaker,  Vice- 
Speaker,  and  AMA  Delegate  and  Alternate  Delegate. 


* Specialty  societies  represented  in  the  House  of  Delegates  as  of  May 
29,  1985  which  do  not  satisfy  the  membership  requirements  shall  be 
granted  representation  until  June  1, 1988,  after  which  they  shall  lose 
the  right  of  representation  in  the  House  of  Delegates  until  such  time  as 
they  meet  the  membership  requirements. 

t Hospital  medical  staff  associations  which  do  not  satisfy  the  mem- 
bership requirements  shall  be  granted  representation  until  June  1 , 
1988,  after  which  they  shall  lose  the  right  to  representation  in  the 
House  of  Delegates  until  such  time  as  they  meet  the  membership 
requirements. 


4.2(5)  Without  the  power  to  vote  unless  elected  as  a 
Delegate  from  a constituent  society,  an  officially  recognized 
specialty  society,  or  an  officially  recognized  hospital  medi- 
cal staff  association,  the  Editor-in-Chief  of  the  Rhode  Island 
Medical  Journal,  the  Director  of  the  Rhode  Island  Depart- 
ment of  Health,  and  the  presidents  of  the  constituent 
societies. 

At  his  or  her  discretion,  the  President  may  appoint  a 
parliamentarian  who  shall  serve  without  a vote  unless  he  or 
she  is  a Delegate  from  a constituent  society,  an  officially 
recognized  specialty  society,  an  officially  recognized  hos- 
pital medical  staff  association,  or  serves  as  an  officer  of  the 
Society. 

4.3  Tenure  of  Office.  A Delegate  to  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  may  serve  a maximum  of 
six  successive  years,  and  shall  be  ineligible  for  re-election  as  a 
Delegate  for  at  least  one  year  after  such  a six-year  tenure. 

4.4  Time  of  Meeting.  The  House  of  Delegates  shall  meet  in 
January  and  September,  and  also  annually  at  such  place  and 
time  as  the  President  may  determine.  The  House  may  be 
called  into  special  session  at  any  time  during  the  year  by  the 
President  at  his  or  her  discretion  or  on  the  written  petition  of  1 0 
Delegates  or  25  members. 

4.5  Reporting  of  Proceedings.  When  the  House  of  Dele- 
gates meets,  the  Secretary  shall  publish  a summary  of  the 
proceedings  as  soon  as  possible  in  the  Society’s  official  pub- 
lication. 

4.6  Conduct  of  Business.  The  House  of  Delegates  shall  be 
presided  over  by  the  Speaker,  and  in  the  absence  of  the 
Speaker  by  the  Vice  Speaker,  and  in  the  absence  of  the 
Vice-Speaker  by  the  President,  and  in  the  absence  of  the 
President  by  any  Delegate  agreeable  to  the  House  of  Dele- 
gates. Twenty  delegates  shall  constitute  a quorum  for  the 
transaction  of  business.  The  Secretary  shall  record  the  pro- 
ceedings. 

The  House  of  Delegates  may,  by  a two-thirds  vote  of  its  own 
members,  submit  any  question  before  it  to  the  membership  of 
this  Society  for  a general  referendum  by  ballot  sent  by  mail 
and  it  shall  be  bound  by  the  result. 

4.7  Duties  and  Powers 

4.7(1)  Special  Committees.  The  House  of  Delegates 
may  appoint  committees  composed  of  any  members  of 
the  Society  for  special  purposes  or  it  may  provide  for  such 
committees  and  authorize  the  appointment  of  members 
by  the  President.  Such  committees  shall  report  to  the 
House  of  Delegates.  Members  of  such  committees  may 
participate  in  discussion  and  debate  on  their  reports,  but 
shall  not  have  the  right  to  vote  unless  they  are  Delegates. 

4.7(2)  Fixing  of  Annual  Dues.  The  House  of  Delegates 
at  its  September  meeting  shall  determine  dues  for  the 
following  fiscal  year. 

SECTION  5.  THE  COUNCIL 

5.1  General  Powers.  The  Council  shall  implement  the  man- 
dates and  policies  of  this  Society  as  determined  by  the  House 
of  Delegates  or  by  referendum  or  initiative  measures.  Subject 
only  to  the  provisions  of  these  Bylaws,  actions  of  the  House  of 
Delegates,  and  measures  initiated  at  general  meetings  of  the 
Society,  the  Council  has  full  and  complete  power  and  authority 
to  perform  all  acts  and  to  transact  all  business  for  the  Society 
and  to  manage  and  conduct  all  of  the  property,  affairs,  work, 
and  activities  of  the  Society. 


5.2  Composition.  The  Council  shall  consist  of  the  Counci- 
lors elected  by  the  constituent  societies;  the  three  most  recent 
living  past  presidents  of  the  Society,  if  active  members;  the 
President,  President-Elect,  Secretary,  Treasurer,  Delegate 
and  Alternate  Delegate  to  the  American  Medical  Association, 
the  Speaker  and  Vice-Speaker  of  the  House  of  Delegates,  and 
the  President  of  the  Staff  Physicians  Association  of  Rhode 
Island  (SPARI). 

5.3  Election  and  Tenure  of  Councilors.  Each  constituent 
society  shall  be  entitled  to  elect  one  Councilor  who  shall 
assume  office  at  the  end  of  the  annual  meeting  of  the  constit- 
uent society  and  serve  until  its  next  annual  meeting.  A coun- 
cilor may  serve  a maximum  of  six  successive  years  and  shall 
be  ineligible  for  re-election  as  a councilor  for  at  least  one  year 
after  each  six-year  tenure. 

5.4  Meetings.  The  Council  shall  meet  bi-monthly  at  such 
time  and  place  as  the  President  may  determine.  The  President 
may  call  a special  meeting  of  the  Council  on  his  or  her  own 
motion  and  must  call  a special  meeting  on  the  written  request 
of  three  members  of  the  Council.  Ten  members  shall  consti- 
tute a quorum.  The  President  shall  preside  at  the  meetings  of 
the  Council,  and  in  his  or  her  absence,  the  President-Elect. 
The  Secretary  shall  keep  a record  of  its  proceedings. 

5.5  Duties  and  Powers. 

5.5(1)  Ethics.  In  addition  to  the  duties  and  powers  con- 
ferred on  the  Council  elsewhere  in  the  Constitution  and 
Bylaws,  the  Council  shall  act  as  the  arbiter  of  the  Society  on 
ethical  issues  and  questions  involving  the  rights  and  stand- 
ing of  members,  whether  in  relation  to  other  members,  to  the 
constituent  societies,  or  to  this  Society.  When  its  jurisdiction 
is  invoked  as  provided  in  Section  1 .6,  it  shall  review  in- 
stances in  which  disciplinary  orders  or  measures  have  been 
adopted  by  a constituent  society  against  a member. 

5.5(2)  Appeals  and  Disciplinary  Proceedings.  A member 
of  a constituent  society  who  is  censured,  suspended,  ex- 
pelled, or  otherwise  disciplined  by  his  or  her  constituent 
society,  may  file  a notice  of  appeal  to  the  Council  within  30 
days  of  such  disciplinary  order  for  a determination  of  appli- 
cable questions  of  law  and  procedure,  but  not  of  fact. 
Appeals  shall  be  in  writing  and  must  be  filed  with  the  Secre- 
tary within  60  days  of  the  notice  of  appeal.  On  the  filing  of  an 
appeal,  the  Secretary  shall  notify  other  members  of  the 
Council.  Appeals  shall  be  heard  by  the  Council  only  after 
reasonable  notice  in  writing  of  not  less  than  ten  days  of  the 
time  and  place  of  the  hearing  on  the  appeal  has  been  given 
to  the  appellant  member  and  the  president  and  secretary  of 
the  constituent  society. 

In  every  case  of  appeal,  the  Council,  before  any  hearing 
of  the  appeal,  shall  exert  all  proper  efforts  at  conciliation  and 
compromise.  The  decision  of  the  Council  shall  be  final  and 
bind  the  appellant  member  and  the  constituent  society, 
unless  the  matter  is  carried  on  a timely  basis  to  the  Judicial 
Council  of  the  American  Medical  Association. 

5.5(3)  Compensation  of  Officers  and  Employees.  The 
Council  shall  fix  the  compensation  of  the  officers,  repre- 
sentatives, and  employees  of  the  Society. 

5.5(4)  Executive  Director.  The  Council  may  employ  an 
Executive  Director  of  the  Society  after  authorization  by  the 
House  of  Delegates. 

5.6  Executive  Committee  of  the  Council.  The  Executive 
Committee  shall  transact  the  business  of  the  Society  during 
intervals  between  Council  meetings  and  function  in  an  advi- 


sory  capacity  to  the  President  in  his  or  her  role  as  a public 
spokesman  for  the  Society.  The  Executive  Committee  shall 
meet  bi-monthly  in  the  intervals  between  Council  meetings, 
and  at  the  discretion  of  the  President.  The  Executive  Commit- 
tee of  the  Council  shall  consist  of  the  President,  President- 
Elect,  Secretary,  Treasurer,  Immediate  Past  President,  and 
Speaker  of  the  House  of  Delegates.  All  Executive  Committee 
actions  shall  be  reported  to  the  Council  at  its  next  meeting. 

5.7  Report  to  the  House  of  Delegates.  The  Council  shall 
report  at  each  session  of  the  House  of  Delegates  on  the  state 
of  the  Society  and  the  work  and  proceedings  of  the  Council 
during  the  interval  since  the  last  session  of  the  House. 

SECTION  6.  MEETINGS 

6.1  Annual  Meeting.  The  Society  shall  hold  an  annual 
meeting  at  such  place  and  time  as  the  President  may  deter- 
mine. The  Secretary  shall  give  each  member  at  least  seven 
days’  notice  of  the  annual  meeting. 

6.2  General  Meetings.  During  the  annual  meeting,  there 
shall  be  at  least  one  general  meeting  open  to  all  registered 
members.  The  general  meeting  may  recommend  to  the  House 
of  Delegates  the  appointment  of  committees  or  commissions 
for  scientific  investigations  of  special  interest  and  importance 
to  the  profession  and  the  public.  The  general  meeting,  by  a 
two-thirds  vote  of  the  members  present,  may  order  a general 
referendum  on  any  question  pending  before  the  House  of 
Delegates.  When  so  ordered,  the  House  of  Delegates  shall 
submit  such  question  to  the  members  of  the  Society  by  mail 
ballot.  A majority  of  such  votes  shall  determine  the  question 
and  be  binding  on  the  House  of  Delegates.  The  general  meet- 
ing may  receive  and  vote  on  resolutions  introduced  at  any 
meeting  of  the  House  of  Delegates,  but  the  resolutions  shall 
not  be  binding  on  the  Society  until  approved  by  the  House  of 
Delegates. 

6.3  Special  Meetings.  A special  meeting  of  the  Society  may 
be  called  by  the  President  at  his  or  her  discretion  and  must  be 
called  on  the  written  petition  of  25  members. 

6.4  Right  of  Members  to  Participate.  All  members  of  the 
Society  may  attend,  and  except  as  otherwise  limited,  may 
participate  in  the  annual  meeting  held  by  the  Society,  subject 
only  to  such  reasonable  parliamentary  rules  as  may  be 
adopted.  Members  may  also  attend  meetings  of  the  House  of 
Delegates,  except  when  the  House  of  Delegates  is  in  execu- 
tive session.  Except  with  the  consent  of  the  House  of  Dele- 
gates, however,  no  member  who  is  not  a Delegate  may  have 
the  privilege  of  the  floor. 

6.5  Registration  Required.  Before  a member  can  attend 
and  participate  in  proceedings  or  activities  of  the  annual  meet- 
ing, he  or  she  must  register  under  such  procedures  as  the 
Secretary  may  determine. 

6.6  Guests.  The  privilege  of  attending  the  annual  meeting 
may  be  extended  to  guests  under  such  conditions  as  the 
Secretary  may  determine. 

SECTION  7.  FINANCE 

7.1  Fiscal  Year.  The  fiscal  year  of  this  Society  is  from 
January  1 to  December  31 . 

7.2  Supervision.  Supervision  of  funds,  investments,  and 
expenditures  of  the  S^iety  is  vested  in  the  Council.  The 
Council  shall  receive  the  audited  accounts  of  the  Treasurer 
and  other  agents  of  the  Society  and  present  a statement  of 
those  accounts  in  its  annual  report  to  the  House  of  Delegates. 


It  shall  report  on  all  resolutions  appropriating  money  and  shall 
submit  such  report  to  the  House  of  Delegates  for  authorization 
or  approval.  At  the  meeting  of  the  House  of  Delegates  in 
September,  the  Council  shall  submit  a budget  for  the  expected 
income  and  expenses  of  the  necessary  appropriations  and 
impose  such  conditions  on  the  expenditure  of  the  funds  so 
appropriated  as  it  sees  fit,  provided,  in  the  case  of  an 
emergency,  the  Council  may  authorize  the  expenditures  of 
funds  for  items  not  included  in  the  budget  that  year. 

SECTION  8.  STANDING  COMMITTEES  AND  BOARDS 
OF  TRUSTEES 

8.1  Names  of  Standing  Committees  and  Election  of  Com- 
mittee Members.  The  standing  committees  of  the  Society,  of 
which  the  President  and  Secretary  shall  be  ex  officio  mem- 
bers, shall  include  in  alphabetical  order:  Annual  Meeting  and 
Awards,  Impaired  Physician,  Library,  Mediation,  Medical  Eco- 
nomics, Occupational  Health,  Public  Laws,  Publications, 
Standards  and  Credentials,  Trustees  of  the  Caleb  Fiske  Fund, 
and  Trustees  of  Special  Funds.  Except  as  noted  below,  com- 
mittee chairmen  and  members  shall  be  elected  by  the  House 
of  Delegates  at  its  annual  meeting  for  one-year  terms.  They 
shall  assume  office  at  the  close  of  the  annual  meeting  of  the 
Society  and  shall  serve  until  the  next  annual  meeting.  The 
nomination  process  for  committee  chairmen  and  members 
shall  be  the  same  as  described  in  Section  3.1. 

8.1(1)  Annual  Meeting  and  Awards.  The  Annual  Meeting 
and  Awards  Committee  shall  consist  of  nine  members 
elected  by  the  House  of  Delegates.  The  committee  shall 
determine  the  character  and  scope  of  the  scientific  proceed- 
ings of  the  Society  for  each  annual  meeting,  subject  to 
instruction  of  the  House  of  Delegates.  It  shall  be  the  duty  of 
the  committee  to  provide  a suitable  place  and  to  make  all 
necessary  arrangements  for  the  annual  meeting  of  the  Soci- 
ety. The  committee  shall  prepare  and  issue  at  least  seven 
days  before  each  meeting  a program  announcing  the  order 
in  which  papers,  discussions,  and  other  business  shall  be 
transacted.  The  committee  also  shall  be  responsible  for 
selecting  recipients  of  the  Chapin  Oration  Award  and  other 
awards  and  presentations  made  at  the  annual  meeting. 

8. 1 (2)  Impaired  Physician.  The  chairman  of  the  Commit- 
tee on  the  Impaired  Physician  shall  be  elected  by  the  House 
of  Delegates.  The  chairman,  with  the  advice  and  consent  of 
the  President,  shall  appoint  the  committee  members.  The 
committee  shall  be  charged  with  providing  aid  and  assist- 
ance to  physicians  whose  professional  judgments  and 
capacities  are  impaired  by  their  difficulties  with  chemical 
dependencies  or  other  illnesses. 

8.1(3)  Library.  The  Library  Committee  shall  consist  of 
nine  members  elected  by  the  House  of  Delegates.  In  con- 
sultation with  the  Librarian,  the  Committee  shall  be  re- 
sponsible for  establishing  the  rules  and  operating  proce- 
dures concerning  the  use  of  the  Library.  In  addition  to  cus- 
tomary functions,  the  Library  shall  also  be  a repository  and 
hold  the  archives  concerning  medical  history  and  physi- 
cians of  Rhode  Island.  The  Executive  Director,  after  con- 
sultation with  the  Library  Committee,  shall  appoint  a qual- 
ified Librarian.  The  Librarian  shall  acquire  and  catalogue 
additions  to  the  Library,  provide  reference  services,  and 
perform  such  other  duties  as  may  be  assigned  by  the  Ex- 
ecutive Director. 

8.1(4)  Mediation.  The  Committee  on  Mediation  shall 
consist  of  10  members.  The  committee  shall  elect  a chair- 
man and  a vice-chairman  to  serve  for  annual  terms.  Annual- 


ly,  the  President  of  the  Society  shall  appoint  one  member  for 
a term  of  10  years  to  replace  the  member  whose  term 
expires.  The  President  may  appoint  himself  or  herself,  or 
reappoint  a member  whose  term  expires,  but  all  appointees 
must  be  members  in  good  standing  of  the  Rhode  Island 
Medical  Society.  If  a vacancy  occurs  on  the  committee,  the 
President,  with  the  advice  and  consent  of  the  Council,  shall 
appoint  a member  to  complete  the  unexpired  term. 

The  commitee  shall  review  all  cases  of  threatened  or 
instituted  action  for  malpractice  against  any  member  of  the 
Society,  and  shall  also  investigate  all  complaints  concern- 
ing the  professional  conduct  of  members  referred  to  it. 

The  committee  shall  have  authority  to  require  the  attend- 
ance of  any  member  to  answer  allegations  of  unprofession- 
al conduct,  upon  at  least  seven  days  written  notice  to  the 
member.  Failure  of  the  member  to  appear  before  the  com- 
mittee without  justifiable  cause  shall  be  reported  to  the 
Council  for  disciplinary  action.  The  committee,  after  inves- 
tigation, shall  have  the  authority  to  refer  charges  of  un- 
ethical or  unprofessional  conduct  against  a member  to  the 
Council. 

8.1(5)  Medical  Economics.  The  Committee  on  Medical 
Economics  shall  consist  of  nine  members  elected  by  the 
House  of  Delegates.  The  committee  shall  be  charged  with 
investigating  issues  related  to  the  costs  of  delivery  of  medi- 
cal care  and  recommend  ways  of  containing  medical  care 
costs  to  the  public,  insurance  companies,  governmental 
agencies,  and  other  organizations.  It  shall  be  concerned 
with  health  insurance  programs  and  medical  service  plans. 
It  shall  Initiate  or  make  recommendations  to  the  Council  on 
group  insurance  programs  and  services  for  the  benefit  of 
the  membership. 

8.1  (6)  Occupational  Health.  The  Committee  on  Occupa- 
tional Health  shall  consist  of  nine  members  elected  by  the 
House  of  Delegates.  The  Committee  on  Occupational 
Health  shall  keep  itself  informed  concerning;  (1 ) actual  con- 
ditions and  practices  in  industry  affecting  or  relevant  to  the 
health  and  well-being  of  industrial  workers;  (2)  the  medical 
care  rendered  as  a result  of  industrial  accidents  or  occupa- 
tional diseases;  and  (3)  legislation  pertinent  to  the  field  of 
occupational  health.  The  committee  shall  also  study,  deter- 
mine, and  advocate  such  measures  as  in  its  judgment  will 
improve  the  welfare  of  the  industrial  worker.  Such  a commit- 
tee shall  cooperate  with  other  agencies  having  a legitimate 
interest  in  the  health  of  industrial  workers.  It  shall  coordinate 
its  activities,  so  far  as  possible,  with  the  activities  of  the 
American  Medical  Association. 

8.1  (7)  Public  Laws.  The  Committee  on  Public  Laws  shall 
include  seven  members  elected  by  the  House  of  Delegates. 
With  the  advice  and  consent  of  the  President,  the  Chairman 
may  appoint  additional  members  based  on  their  individual 
areas  of  interest  or  expertise.  The  committee  shall  keep 
itself  informed  with  respect  to  laws,  court  decisions,  court 
proceedings,  administrative  rules,  and  proposed  and  pend- 
ing legislation  relating  to  public  health  and  such  other  mat- 
ters as  relate  to  the  objectives  of  the  Society.  The  committee 
shall  recommend  appropriate  positions  on  proposed  leg- 
islation and  regulations  to  the  President  and  Executive 
Committee. 


8.1  (8)  Pubiications.  The  Committee  on  Publications  shall 
consist  of  nine  members  elected  by  the  House  of  Delegates. 
The  committee  shall  arrange  for  the  publication  and  dis- 
tribution and  have  charge  of  the  Society's  official  journal. 
Expenses  of  the  committee  must  be  authorized  by  the 
Council,  and  subsequently  reported  to  the  House  of  Dele- 
gates. All  receipts  shall  accrue  to  the  Treasurer. 

8.1(9)  Standards  and  Credentials.  The  Committee  on 
Standards  and  Credentials  shall  consist  of  nine  members 
elected  by  the  House  of  Delegates.  The  committee  shall 
determine  standards  for  course  content  to  satisfy  the  con- 
tinuing medical  education  requirements  for  registration  of 
medical  licenses  in  Rhode  Island.  In  special  cases,  the 
committee  shall  evaluate  an  individual  physician’s  course  of 
study  to  determine  if  the  requirements  have  been  met. 

8.1(10)  Caleb  FIske  Fund.  The  President,  President- 
Elect,  and  Secretary  shall  be  the  Trustees  of  the  Caleb 
Fiske  Fund. 

8.1(11)  Other  Special  Funds.  The  President,  Secretary, 
and  T reasurer  shall  be  the  T rustees  of  such  special  funds  as 
have  been  created  and  may  be  created  hereafter,  provided 
other  trustees  are  not  designated  by  the  creators  of  the  fund 
or  appointed  by  the  House  of  Delegates. 

8.2  Vacancies.  If  an  elected  or  appointed  committee  mem- 
ber dies,  resigns,  is  removed,  or  fails  to  serve,  the  Council 
shall  appoint  a member  of  the  Society  to  serve  for  the  unex- 
pired portion  of  the  term. 

8.3  Required  Reports.  Each  committee  shall  report  annually 
to  the  House  of  Delegates,  preferably  in  writing,  concerning  its 
activities.  The  T rustees  of  the  Caleb  Fiske  Fund  and  T rustees 
of  Special  Funds  shall  report  to  the  Council. 

SECTION  9.  DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

9.1  Selection  and  Terms.  The  House  of  Delegates  at  its 
annual  meeting  in  the  even  year  shall  elect  a Delegate  and 
Alternate  Delegate  to  the  House  of  Delegates  of  the  American 
Medical  Association,  in  conformity  with  the  applicable  provi- 
sions of  the  Constitution  and  Bylaws  of  the  American  Medical 
Association. 

9.2  Assumption  of  Office.  The  Delegate  and  Alternate  Del- 
egate shall  assume  office  on  January  1 of  the  year  succeeding 
their  election,  for  two-year  terms,  and  shall  serve  until  their 
successors  are  elected  and  assume  office. 

9.3  Vacancies.  If  before  the  termination  of  his  or  her  term, 
the  delegate  dies,  resigns,  ceases  to  be  a member  in  good 
standing  of  the  Society,  becomes  disabled,  or  for  any  other 
reason  cannot  assume  or  continue  the  duties  of  office,  or  will 
be  absent  from  a session  or  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  the  alternate  dele- 
gate shall  assume  the  rights  and  duties  of  office  for  the  time 
being  or  for  the  remainder  of  the  term  as  appropriate,  in  the 
opinion  of  the  Council. 

9.4  Tenure.  The  Delegate  and  Alternate  Delegate  to  the 
American  Medical  Association  may  serve  a maximum  of  three 
two-year  terms  in  their  respective  offices  and  a total  of  12 
years  as  both  Delegate  and  Alternate  Delegate. 
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Case  Report:  Rhode  Island  Hospital 
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Presentation  of  Case 

Linda  Shookster,  MD*:  A 70-year-old  white  re- 
tired mechanic  was  admitted  to  Rhode  Island 
Hospital  because  of  right  upper  quadrant  pain  of 
four  days'  duration. 

The  patient  was  feeling  well  until  one  year 
prior  to  admission,  when  he  began  to  notice  in- 
creasing weakness  and  lethargy.  He  was  admitted 
to  another  hospital  four  months  earlier  because 
of  progressive  lightheadedness  and  was  noted  to 
have  a hemoglobin  of  9.8  mg/dL  with  a mean 
corpuscular  volume  of  84  IT  His  serum  iron  was 
37  mcg/dL  (normal:  50-175),  total  iron  binding 
capacity  was  216  mcg/dL  (normal:  250-450),  and 
ferritin  was  63  mg/mL  (normal:  27-329).  Multiple 
stools  were  negative  for  occult  blood.  .\n  air- 
contrast  barium  enema  and  a sigmoidoscopy  to 
25  cm  were  both  within  normal  limits.  A bone 
marrow  biopsv  was  described  as  showing  mild 
erythroid  hypoplasia  with  markedly  diminished 
iron  stores;  the  other  cell  lines  were  unremark- 
able. The  ervthrocvte  sedimentation  rate  was  1 1 8 
mm/hour.  Serum  protein  electrophoresis  was 
normal  with  the  exception  of  slightly  decreased 
gamma-globulins.  Rheumatoid  factor  and  anti- 
nuclear antibodies  were  undetectable,  and  thyr- 
oxine, bilirubin,  transaminase,  abdc^minal  sono- 
gram, and  acid  phosphatase  were  normal.  .\n 
upper  gastrointestinal  ((d)  series  was  not  per- 
formed. I he  patient  was  discharged  on  iron  tlier- 

I he  patient's  condition  remained  unchanged 
until  f our  days  prior  to  admission,  when  he  noted 
steadily  increasing  epigastric  and  right  upj)er 
(juadrant  pain.  I he  ])ain  was  constant,  iniensilied 
with  any  body  movement,  and  did  not  resj)ond  to 
antacid  theraj)\ . It  did  not  radiate  to  either  shoul- 
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der  or  back  and  was  not  crampv.  He  complained 
of  fever  and  frequent  eructation,  but  denied 
nausea,  vomiting,  diarrhea,  constipation,  inele- 
na,  bright  red  rectal  bleeding,  jaundice,  night- 
sweats,  or  urinary  symptoms.  There  was  no  his- 
tory of  previous  abdominal  surgery.  I here  was  a 
20-pound  weight  loss  over  the  previous  four 
months.  He  denied  rash,  arthritis,  focal  weak- 
ness, parathesias,  hypertension,  or  claudication. 

Past  medical  history  consisted  of  peptic  ulcer 
disease  at  age  20,  a hemorrhoidectomy  with  re- 
moval of  a “benign"  rectal  tumor  30  years  prior  to 
admission,  and  Type  II  diabetes  for  20  years  with 
initiation  of  insidin  four  months  previously.  He 
had  been  exposed  to  kerosene  at  work,  and  he 
admitted  to  working  with  insecticides  in  his  gar- 
den. 

His  mother  had  experienced  a lymphoma.  He 
denied  cigarette  smoking  or  ethanol  abuse. 

The  patient  was  an  anicteric  thin  white  male 
episodically  writhing  in  pain.  The  rectal  tempera- 
ture was  1()0.8°F.,  the  blood  pressure  was  160/80, 
the  heart  rate  was  76,  and  the  respirations  were 
20.  There  was  no  adenopathy.  The  neck  was  suj)- 
ple.  The  chest  was  clear  and  the  heart  was  nor- 
mal. The  abdomen  was  soft  and  flat  with  extreme 
tenderness  to  palpation  in  the  t ight  iqjper  quad- 
rant with  guarding.  Bowel  sounds  were  normoac- 
tive,  and  tliere  was  no  hepatosplenomegaly.  Rec- 
tal examination  revealed  no  masses  or  ten- 
derness; stool  was  hemoccidt  negative.  I here  was 
no  cyanosis,  clubbing,  or  edema.  The  neurologi- 
cal examination  was  unremarkable. 

•Vdinission  laboratory  data  included  a hemo- 
globin of  11.4  gm  (IL.  hematocrit  of  35.3  |)er 
cent,  and  a mean  cotpuscular  volume  of  78  fl. 

The  white  blood  count  was  6,900  with  78  j)er  cent 
neutrophils,  19  )^er  cent  lMn|)hocvtes.  2 |)ei  cent 
monocytes,  and  1 j)ei  cent  eosino|)hils.  I he 
platelet  count  was  not  inal.  I he  sodium  was  134. 
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potassium  4.7,  chloride  96,  and  bicarbonate  32 
niEq/L.  The  urea  nitrogen  was  16,  creatinine  1.0, 
and  glucose  365  mg/dL.  The  amylase  was  25  U. 
Urinalysis  showed  2 per  cent  glucose,  no  ketones, 
and  was  otherwise  unremarkable.  The  room  air 
arterial  blood  gases  were  pH  7.58,  p02  158,  and 
pC02  26  mmHg.  The  serum  glutamic  oxaloacetic 
transaminase  was  23,  serum  pyruvic  transami- 
nase 3,  alkaline  phosphatase  105,  and  lactate  de- 
hydrogenase 238  lU/L,  total  bilirubin  was  0.5  and 
calcium  8.7  mg/dL.  The  prothrombin  activity  ex- 
ceeded 100  per  cent.  The  erythrocyte  sedimenta- 
tion rate  was  92  mm/hour.  The  total  protein  was 
5.8,  and  the  albumin  3.2  gm/dL.  The  chest  x-ray 
study  and  electrocardiogram  were  normal. 
Abdominal  x-ray  films,  both  supine  and  upright, 
showed  gas  and  abundant  stool  throughout  the 
colon.  No  right  upper  quadrant  calcifications, 
air-fluid  levels,  or  masses  were  seen.  Right  upper 
quadrant  sonogram  revealed  a markedly-dilated 
gallbladder,  without  evidence  of  stones.  The  in- 
trahepatic  biliary  tree  and  the  common  bile  duct 
were  dilated,  the  latter  to  9mm.  The  pancreas 
and  the  distal  common  bile  duct  were  not  visual- 
ized. 

The  patient  received  parenteral  fluids,  meper- 
idine, and  hydroxyzine  hydrochloride  intramus- 
cularly, ampicillin  1 gram  intravenously  every  six 
hours  and  gentamicin  80  mg  intravenously  every 
9 hours.  The  pain  gradually  improved,  but  the 
upper  quadrant  tenderness  persisted.  His  rectal 
temperature  fluctuated  between  98.6°  and  1 0 1°F. 
He  was  slowly  advanced  to  a solid  diet  which  he 
tolerated. 

A radionuclide  cholangiogram  showed  accu- 
mulation of  activity  in  the  liver  and  drainage 
from  the  biliary  system  as  early  as  ten  minutes. 
The  gallbladder,  however,  failed  to  visualize  over 
a one-hour  period.  An  abdominal  CT  scan  with 
good  pancreatic  visualization  was  normal,  as  was 
an  intravenous  pyelogram.  Esophagogastro- 
duodenoscopy  revealed  normal  esophagus, 
stomach,  pylorus,  and  duodenum.  There  was  sig- 
nificant regurgitation  of  bile  into  the  stomach. 
The  sphincter  of  Oddi  appeared  normal;  there 
was  no  hematobilia.  On  the  seventh  day,  his  alka- 
line phosphatase  peaked  at  154  lU/L,  while  the 
SCOT,  total  bilirubin,  and  lactate  dehydrogenase 
remained  normal. 

On  the  ninth  day,  a procedure  was  performed. 
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Discussion 

Nicholas  Califano,  MDt:  This  70-year-old  man 
was  feeling  well  until  one  year  prior  to  admission, 
when  he  “began  to  notice  increasing  weakness 
and  lethargy.”  Eight  months  later  he  was  hospi- 
talized with  “progressive  lightheadedness”  and 
was  found  to  be  anemic.  No  abdominal  symptoms 
were  described,  and  his  physical  examination  was 
unremarkable.  Multiple  stools  were  negative  for 
occult  blood,  ie,  the  patient  did  not  have  GI  bleed- 
ing at  the  time.  A normal  bilirubin  weighs  against 
severe  hemolysis,  but  without  a reticulocyte  count 
we  cannot  exclude  a low  grade  hemolytic  process. 
His  serum  iron  of  37  mcg/dL  and  total  iron  bind- 
ing capacity  at  216  mcg/dL  were  both  low;  his 
transferrin  saturation  was  15  per  cent,  which  is 
above  the  10  per  cent  cut-off  point  below  which 
iron  deficient  anemia  is  likely.  The  serum  ferri- 
tin, a good  estimate  of  body  iron  stores  in  the 
absence  of  inflammation,  was  normal.  Most  de- 
finitively, a bone  marrow  biopsy  showed  that 
marrow  iron  was  indeed  present,  although  di- 
minished, and  revealed  mild  erythroid  hypopla- 
sia. The  patient  did  not  have  an  iron  deficiency 
anemia  and  therefore  his  anemia  could  not  be 
due  to  GI  blood  loss.  He  probably  had  anemia  of 
chronic  disease. 

Importantly,  a sigmoidoscopy  and  air-contrast 
barium  enema  were  normal.  No  mention  was 
made  of  diverticulosis  coli  on  this  latter  study. 
This  is  relevant,  as  he  later  presents  with  a severe 
right  upper  quadrant  inflammatory  process.  Di- 
verticulitis of  the  hepatic  flexure  may  present 
atypically  and  must  always  be  considered  in  the 
differential  diagnosis  of  right  upper  quadrant 
pain  in  the  elderly.  An  upper  GI  series  was  not 
done.  An  abdominal  sonogram  was  performed 
and  was  normal.  He  was  discharged  on  oral  iron 
therapy  and  insulin.  It  is  extremely  important 
that  his  erythrocyte  sedimentation  rate  was  ele- 
vated to  118mm/hour.  I will  return  to  this  fact 
later. 

Until  his  acute  problem,  this  man  continued  to 
have  very  non-specific  symptoms:  weakness, 
lethargy,  and  lightheadedness.  How  much  was 
due  to  the  anemia  is  unclear,  but  I believe  the 
disease  process  causing  his  anemia  was  also  re- 
sponsible for  these  symptoms.  Since  his  symp- 
toms lasted  for  one  year  and  he  proceeded  to  lose 
20  pounds  over  the  preceding  four  months,  I 
must  assume  that  this  problem  was  a chronic  and 
progressive  one. 

Four  days  prior  to  admission  he  developed  new 
acute  symptoms.  He  noted  steadily  increasing 
epigastric  and  right  upper  quadrant  pain  which 
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was  constant  and  not  colicky  or  crampy.  The  pain 
did  not  radiate  and  was  very  severe.  He  had  a 
fever  of  almost  101°F  and  eructation,  but  no 
other  GI  symptoms.  He  had  no  signs  of  a systemic 
illness.  Antacids  did  not  relieve  the  pain.  On  ex- 
amination, his  abdomen  was  soft,  flat  with  ex- 
treme tenderness  and  guarding  in  the  right  up- 
per quadrant,  but  with  normal  bowel  sounds.  He 
was  not  icteric.  Laboratory  studies  showed  only  a 
mild  anemia  with  stools  negative  for  blood  (which 
is  what  he  had  4 months  ago)  and  no  real  eleva- 
tion in  the  white  blood  count  or  shift  to  immature 
forms.  This  speaks  against  an  acute  bacterial  in- 
tra-abdominal process.  The  description  of  the 
pain,  the  normal  serum  amylase,  and  the  results 
of  the  sonogram  all  argue  against  pancreatitis. 

The  patient  suddenly  evolved  an  acute,  febrile 
abdominal  pain  syndrome  which  started  in  the 
epigastrium  and  localized  to  the  right  upper 
quadrant.  The  constancy  of  the  pain  is  inconsis- 
tent with  classical  colic.  Guarding  and  localizing 
severe  pain  which  is  aggravated  with  body  move- 
ments suggests  either  a musculo-skeletal  compo- 
nent, a neuropathy  involving  thoracic  or  abdom- 
inal nerves,  or  an  acute  inflammatory  process 
perhaps  involving  a deep  viscus,  but  also  likely 
involving  the  parietal  peritoneum.  Moreover,  an 
acute  process  of  his  right  lung  base  could  be  a 
cause  of  diaphragmatic  imitation  and  right  upper 
quadrant  pain.  Pneumonia,  pleurisy,  and  pul- 
monary embolism  are  excluded  by  his  normal 
blood  gases,  normal  chest  examination,  chest 
x-ray  study,  and  electrocardiogram.  I shall, 
therefore,  dismiss  a pulmonary  cause  for  his 
symptoms. 

He  has  had  no  ulcer  symptoms  for  50  years,  but 
about  10  per  cent  of  acute  duodenal  ulcers  pre- 
sent acutely  with  bleeding,  pain,  or  perforation 
without  any  preceding  symptoms.  Ulcerogenic 
medications  tend  to  cause  large  ulcers,  which 
have  a much  higher  incidence  of  presenting  as  an 
acute  emergency,  but  he  was  not  taking  any  such 
drugs.  His  stools  were  negative  for  blood;  flat  and 
upright  films  of  the  abdomen  did  not  reveal  free 
air  under  the  diaphragm;  hepatic  dullness  to  per- 
cussion had  not  been  lost;  and  he  did  not  have  an 
elevated  amylase  to  suggest  spillage  of  duodenal 
amylase  into  the  peritoneal  cavitv.  In  fact,  the 
persistence  of  bowel  sounds,  the  soft  abdomen, 
and  then  the  mild  clinical  improvement  in  the 
hospital  virtually  exclude  diffuse  })eritonitis. 

An  elective  esophagogastroduodenoscojjy  was 
normal.  The  false  negative  rate  for  this  proce- 
dure for  ulcer  disease  under  controlled  condi- 
tions is  one  to  two  per  cent  and  this  test  clearly 


represents  the  standard  against  which  other  tests 
for  ulcer  disease  are  measured.  If  the  patient  had 
blood  in  his  stomach  obscuring  visualization  or  if 
the  procedure  been  done  under  emergency  con- 
ditions in  an  unstable  patient,  the  diagnostic  fail- 
ure rate  could  increase  dramatically  to  25-30  per 
cent,  but  this  was  not  the  case  here.  The  patient 
clearly  did  not  have  acute  ulcer  disease. 

Could  he  have  developed  an  acute  abdominal 
problem  relating  to  his  long-standing  diabetes 
mellitus?  His  elevated  blood  glucose  of  365  mg 
per  cent  is  compatible  with  his  known  diabetes, 
but  in  the  absence  of  acidosis  he  cannot  have  the 
acute  abdomen  of  diabetic  ketoacidosis  often 
seen  in  younger  diabetics.  It  should  be  empha- 
sized, however,  that  when  an  acute  abdominal 
condition  occurs  in  a diabetic,  both  the  symptoms 
and  signs  tend  to  be  less  severe  and  actually 
understate  the  gravity  of  the  condition.'  A neu- 
ropathy seen  in  the  adult,  otherwise  stable, 
diabetic  which  can  present  as  an  abdominal  crisis 
or  “acute  abdomen”  is  the  so-called  “thoraco- 
abdominal diabetic  neuropathy”  or  “diabetic 
radiculopathy.”^  When  this  involves  thoraco- 
lumbar nerve  roots  on  the  right  side,  severe  ab- 
dominal pain  mimicking  acute  gallbladder  or 
ulcer  disease  can  occur.  Careful  examination, 
however,  usually  reveals  the  nerve  root  distribu- 
tion, the  characteristic  overlying  hyperesthesia, 
and  often  other  neurologic  impairments  such  as 
decreased  cremasteric  and  hypogastric  reflexes.'^ 
These  were  not  present.  Electromyographic 
studies  are  usually  diagnostic. 

Diabetics  also  have  an  increased  incidence  of 
atherosclerotic  occlusive  vascular  disease,  cancer 
of  the  pancreas,  and  gallbladder  disease.  Could 
any  of  these  pertain  here?  There  is  nothing  in  the 
protocol  to  suggest  arterial  ischemic  disease  of 
the  bowel,  liver,  or  gallbladder.  He  did  not  have 
physical  findings  or  symptoms  of  arterial  occlu- 
sive disease  such  as  abdominal  angina.  There  was 
no  evidence  of  aneurysm  by  x-ray  or  examina- 
tion, no  abdominal  bruits,  and  no  history  of  a 
hypotensive  or  low-flow'  state  that  might  lead  to 
hypoperfusion  of  his  mesenteric  vascular  bed. 
Ehe  absence  of  CT  bleeding,  the  lack  of  general- 
ized ileus  on  x-ray  examinations,  the  normal  amy- 
lase, and  the  normal  and  non-rising  white  blood 
count  virtually  exclude  this  diagnosis.  .Vlthough 
isolated  embolic  events  leading  to  infarction  of 
the  gallbladder  or  livei  have  been  reported,  this 
patient  had  no  cardiac  source  of  emboli  such  as 
atrial  fibrillation,  arrhythmias,  oi'  valvulai'  heart 
disease. 

Diabetics  also  have  an  itureased  incidence  of 
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gallstones,  cholecystitis,  and,  more  importantly, 
acalculous  cholecystitis.  The  onset  of  epigastric 
and  right  upper  quadrant  pain  steadily  progress- 
ing in  severity  and  then  localizing  to  the  right 
upper  quadrant  is  typical  of  acute  cholecystitis,  as 
are  frecpient  eructations  or  other  dyspejJtic 
symptoms.  This  patient  did  not  present  with 
nausea  or  vomiting,  synqjtoms  of  cholecystitis  in 
50-90  per  cent  of  all  cases,  hut  many  patients  may 
not.  In  diabetics  many  of  the  typical  symptoms 
are  attemiated  or  do  not  occur. 

We  are  told  that  an  ultrasound  study  of  the 
right  tq^per  quadrant  showed  a markedly  dilated 
gallbladder  and  no  stones,  but  definite  dilatation 
of  the  intrahepatic  biliary  tree  and  the  common 
bile  duct.  Ultrasound  examination  of  the  abdo- 
men and  particularlv  of  the  gallbladder  has  clear- 
ly reached  a high  level  of  technical  excellence.  A 
recent  prospective  re\iew  in  1982  comj^ared 
idtrasound  to  radionuclide  cholangiogram 
(HIl)A  or  DISIDA  scan)  in  91  patients  referred 
for  suspected  acute  cholecystitis.  * 

Ultrasonogra]:)hy  was  88  per  cent  accurate  in 
identifying  acute  cholecystitis  by  showing  gall- 
stones. In  acute  cholecystitis,  a positive  HI  DA 
scan  has  a predictive  value  of  89  per  cent  and 
when  negative  a predictive  value  of  100  per  cent. 
When  positive,  the  predictive  value  of  ultrasound 
approaches  100  per  cent  (ie,  stones  are  present). 
\Vhen  negative,  ultrasound  has  a predictive  value 
of  95  per  cent.  Ultrasound  is  90-95  per  cent  accu- 
rate in  determining  whether  the  liiliary  tree  is 
dilated  or  not.  In  our  case,  although  no  gallstones 
were  seen  by  ultrasound,  the  study  was  clearly 
abnormal  in  that  definite  dilitation  of  both  the 
intrahepatic  biliary  tree  and  the  common  bile 
duct  were  demonstrated.  A 9mm  common  bile 
duct  is  clearly  dilated,  since  the  top  normal  is  5-6 
mm. 

Was  there  an  obstruction  of  the  distal  common 
bile  duct  by  stone  or  tumor?  This  area  was  not 
seen  by  ultrasound,  hut  the  suhsecjuent  radionu- 
clide cholangiogram  was  helpful.  There  was  ex- 
cellent liver  uptake  of  the  isotope  with  a normal 
li\  er  scan  and  drainage  of  the  biliary  system  into 
the  duodenum  at  10  minutes.  Therefore,  com- 
plete biliary  obstruction  was  not  present.  The 
study  was  f ollowed  for  one  hour,  and  no  gallblad- 
der visualization  occurred,  dhis  imjdies  cystic 
duct  obstruction.  Although  many  physicians 
accept  this  finding  as  satisfying  the  criteria  for 
diagnosing  acute  cliolecystitis,  ie,  an  intense  liver 
scan  with  rapid  How  of  isotope  across  the  biliary 
tree  into  the  duodenum  and  nonvisualization  of 
the  gallbladder,  others  would  insist  that  the  scan 


be  repeated  at  two  hours  for  the  late  visualization 
seen  in  “chronic  cholecystitis.” 

How  can  we  reconcile  two  apparently  contra- 
dictory results,  an  ultrasound  showing  a dilated 
and  jn  esurnably  obstructed  biliary  tree  and  a scan 
showing  rapid  passage  of  isotope  into  the  duode- 
num? We  note  that  transaminases  and  bilirubin 
were  normal,  as  was  the  initial  alkaline  phospha- 
tase, although  this  latter  test  was  elevated  mildly 
at  154  lU/L  by  the  seventh  day.  A CT  scan 
showed  a normal  liver,  no  abnormal  masses  or 
stones,  and  a normal  pancreatic  head.  The  CT 
scan  is  90  per  cent  accurate  in  excluding  pancre- 
atic cancer,  but  is  tmreliable  in  assessing  early 
biliary  tree  dilatation  or  stone  disease.  The  endos- 
copy showed  bile  in  the  duodenum.  Unfortunate- 
ly, these  tests  were  done  at  different  times.  A 
reasonable  interpretation  of  these  data  are  that 
the  patient  had  cholecvstitis  and  a dilated  biliary 
tree,  either  transiently  or  only  partially  ob- 
structed at  the  time  of  the  ultrasound.  I would 
feel  more  comfortable  if  the  ultrasound  had 
shown  a small  stone  floating  in  the  distal  common 
bile  duct,  but  over  50  per  cent  are  missed.  Other 
evidence  to  siq^port  the  passage  of  biliary  stones 
might  have  been  the  visualization  of  a trauma- 
tized or  bleeding  ampulla  of  Vater  at  endoscopy 
or  the  presence  of  air  in  the  biliary  tree  on  a flat 
film  of  the  abdomen,  btit  none  of  these  were 
present.  Careful  straining  of  all  stools  and  metic- 
ulously searching  them  for  stones  has  a 75-90  per 
cent  rate  of  detecting  small,  passed  calculi,  but, 
for  obvious  reasons,  this  test  has  never  been  wide- 
spread. 

Our  jjatient  was  treated  with  intravenous 
fluids,  parenteral  antibiotics,  and  analgesics.  The 
pain  improved,  but  his  right  upper  qtiadrant 
tenderness  persisted.  After  nine  hospital  days  a 
procedure  was  performed. 

As  I said  initially,  this  diabetic,  elderly  man  had 
a chronic  disease  with  systemic  symptoms  and 
anemia  for  a year  and  then  presented  with  an 
acute  process  localized  around  his  gallbladder. 
He  had  a recent  20-pound  weight  loss;  four 
months  previously  his  erythrocyte  sedimentation 
rate  (ESR)  was  1 1 8 mm/hour  and  on  admission  92 
mm/hour.  A classic  study  in  JAMA,  “The  Signifi- 
cance of  Extreme  Elevation  of  the  Erythrocyte 
Sedimentation  Rate,”  showed  that  in  95  per  cent 
of  cases,  an  ESR  elevated  over  100  is  indeed  sig- 
nificant: in  58  per  cent  of  cases  an  underlying 
malignancy  was  found  and  in  25  per  cent  of  the 
cases  an  infectious,  rheumatologic,  or  collagen 
disease  was  found.’ 

Could  the  patient  have  an  underlying  malig- 
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nant  tumor?  Various  malignant  lesions,  includ- 
ing breast,  lung,  lymphomas,  and  renal  cell  carci- 
nomas, are  reported  as  having  metastasized  to  the 
porta  hepatis  or  gallbladder  and  can  present  as 
acute  cholecystitis.  The  tumor  can  even  embolize 
into  the  biliary  tree  and  cause  intermittent  ob- 
struction. There  is  no  evidence  of  any  tumor  mass 
in  this  area  by  CT  scan  or  ultrasound  or  by  any 
other  tests,  and  we  would  have  expected  this  to 
have  become  evident  after  one  year.  Could  a criti- 
cally located  small  tumor  do  this?  I certainly  can- 
not exclude  a minute  slow-growing  adenoma  or 
primary  cancer  of  the  distal  common  bile  duct  or 
pancreas,  but  this  seems  unlikely.  Moreover,  it 
does  not  explain  the  prolonged  systemic  illness. 

Collagen  vascular  diseases  and  vasculitis  cer- 
tainly cause  very  high  sedimentation  rates  and 
may  involve  the  Cl  tract,  although  usually  long 
after  the  disease  is  well  established.  This  is  true  of 
scleroderma,  systemic  lupus,  dermatomyositis, 
and  rheumatoid  arthritis  where  the  diagnoses  are 
well  established  long  before  gastrointestinal  in- 
volvement causes  symptoms.  With  the  negative 
antinuclear  antibodies  and  negative  rheumatoid 
factor  in  our  case,  I will  have  to  exclude  them 
from  consideration. 

In  the  German  Archives  of  Clinical  Medicine  in 
1866,  Doctors  Kussmaul  and  Maier  gave  the  first 
description  of  the  systemic  disease  now  called 
periarteritis  nodosa  (PAN)  or  polyarteritis 
nodosa.*’  In  1949  Wold  and  Baggenstoss  re- 
viewed the  GI  lesions  of  polyarteritis. ' In  most  of 
their  cases  abdominal  j)ain,  anorexia,  and  weight 
loss  were  present,  and  in  some  hematemesis, 
melena,  and  jaundice  occurred.  In  1954  Mowry 
reviewed  23()  cases  of  PAN  and  showed  that  the 
CT  tract  was  involved  in  47  per  cent  with  the  liver 
involvement  in  42  per  cent  and  the  gallbladder  in 
16  per  cent.*^  But  to  me,  the  crucial  review  article 
was  that  by  Livolsi  et  al,  who  described  four  pa- 
tients who  presented  initially  with  acute 
cholecystitis. I he  j^athology  of  the  gallbladders 
showed  jjolyarteritis  nodosa  (PAN),  and  this  was 
the  initial  clinical  manifestation  (jf  their  disorder. 
In  retrospect,  three  of  these  four  patients  had 
antecedent  systemic  sympt(mis  of  fever,  unex- 
jjlained  weiglit  loss,  weakness,  and  anorexia  just 
as  in  this  case.  All  had  elevated  sedimentation 
rates,  none  had  significant  eosinophilia,  and 
three  of  four  had  normal  urinalvses. 

The  pathologic  hallmark  of  PAN  is  a jjanarte- 
ritis  with  infiltration  of  the  intima,  media,  and 
adventitia  by  polymorphonuclear  leukocytes, 
eosinophils,  plasma  cells,  and  lym|)hocytes.  Fibri- 
noid necrosis  of  the  media  is  j)resent  with  an 


Fig  1 


irregular,  segmental,  interruption  and  weaken- 
ing of  the  vascular  wall.  Frequently,  aneurysms 
form  small  nodules  along  the  af  fected  vessels  and 
hence  the  term  polyarteritis  “nodosa.”  This  leads 
to  encroachment  on  the  vascular  lumen  and  re- 
sultant ischemia  leading  to  acute  organ  in- 
flammation, necrosis,  or  both. 

PAN  is  heterogeneous  both  clinically  and 
])athologically,  and  the  diversity  of  organ  involve- 
ment causes  a broad  spectrtnn  of  clinical  j)ie- 
seittations. 

My  review  of  the  English  literature  reveals  only 
17  well-documented  cases  of  PAN  j)i  esenting  in- 
itially as  acute  cholecystitis.  '•’-'Malso  found  sever- 
al cases  presenting  as  arteritis  of  the  ap|)endix 
and  other  cases  presenting  as  bowel  ischemia  with 
bleeding  or  perforation.  Fhis  emphasizes  the 
very  irregular,  and  of  ten  (juite  localized  nature  of 
PAN.  It  is  interesting  that,  when  PAN  presents  as 
cholecystitis,  gallstones  are  found  in  fewer  than 
one-third  of  the  cases  compared  to  stones  found 
in  95  percent  of  usual  cases  of  cholecvstitis.  Manv 
of  the  patients  with  PAN  had  vague,  non-sjtecinc 
symptoms  foi'  weeks  to  years  before  diagnosis 
and  most  had  extremelv  high  sedimentation 
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rates,  fever,  and  weight  loss.  About  20  per  cent  of 
patients  with  PAN  are  hepatitis  B-surface  antigen 
positive. 

In  conclusion,  I venture  that  this  patient’s  ill- 
ness was  PAN,  that  he  presented  as  acute 
cholecystitis  due  to  PAN.  Because  of  the  dilated 
biliary  tree  on  ultrasound,  he  may  have  had 
stones  or  gravel  in  his  common  bile  duct  or  bile 
duct  involvement  with  PAN.  The  procedure 
done  on  day  nine  could  have  been  an  endoscopic 
retrograde  choledochopancreatostomy  (ERCP) 
to  visualize  the  biliary  tree,  but  more  likely  a lapa- 
ratomy  with  cholecystectomy  and  common  duct 
exploration. 

Clinical  Diagnosis 

Polyarteritis  nodosa  (PAN) 


Pathological  Findings 

Hugo  O.  Jauregui,  MD,  PhD§:  The  wall  of  the 
gallbladder  was  moderately  thickened.  Severe 
focal  disruption  of  the  elastic  layer  of  several 
arteries  in  the  submucosa  was  present,  with  an 
occasional  recanalized  thrombi.  Fibrinoid  necro- 
sis and  transmural  acute  and  chronic  inflamma- 
tory cell  infiltration  were  both  very  prominent 
(Fig  1).  Ulceration  of  the  mucosa  or  cholecystitis 
was  not  present. 

The  pathological  diagnosis  was  polyarteritis 
nodosa  of  the  gallbladder. 

The  frequency  of  polyarteritis  nodosa  involv- 
ing the  gallbladder  at  autopsy  is  reported  in  10  to 
40  per  cent  of  cases.'’  Polyarteritis  should  be 
suspected  in  any  acute  cholecystitis  without  ob- 
vious cause,  and  the  pathologist  is  well-advised  to 
obtain  more  block  whenever  vascular  lesions  are 

§ Department  of  Pathology 


not  seen  in  routine  sections.  Only  rare  examples 
are  reported  in  the  literature  in  which  the  diagno- 
sis of  polyarteritis  is  first  made  by  an  histopatho- 
logical  examination  of  a cholecystectomy  speci- 
men, as  in  this  case.^^’  '' 
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How  to  KEEP  your  Practice  HEALTHY 
Even  when  YOU  are  NOT 


IF  \oii  were  disabled  by  accident  or 
sickness,  \vould  yoiir  practice  be  dis- 
abled too? 

The  re\  eniies  of  a professional  office 
depend  on  the  efforts  of  the  doctor 
or  doctors  in\  olved.  If  you  or  one  of 
vour  associates  is  disabled  and  can 
not  work,  the  office’s  income  \\  ill  suf- 
fer — income  that’s  needed  to  pay 
o\erhead  expenses. 

\btt  can  protect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  le\  el  of  coverage  that 
is  best  for  your  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  for  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 
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The  Impact  of  Regulation  and  Competition 
on  the  Quality  of  Health  Care 


Uneasy  Physicians  View  Changes  and  Conjure  Visions  of  New  Limits  to 
Professionai  Freedom  and  Restraints  on  Quality  of  Care 


Fred  T.  Nobrega,  MD 
Iqbal  Krishan,  MD 


Medical  practice  in  the  United  States  is  entering  a 
decade  characterized  by  a combination  of  gov- 
ernmental regulation  and  procompetitive  forces 
which  together  seek  to  contain  the  costs  of  health 
care.  What  facts  have  been  responsible  for  these 
dramatic  trends  in  the  past  decade?  How  will  the 
physician  emerge  in  the  new  era?  Will  the  quality 
of  patient  care  suffer?  In  this  communication,  we 
describe  the  observable  trends  of  the  past  decades 
and  focus  on  new  social  processes  that  are  begin- 
ning to  confront  the  problem  of  escalating  costs. 

In  recent  history,  the  organization  of  medical 
practice  in  the  United  States  found  its  origins  in 
the  social  consciousness  of  a liberal  ideologv.  For 
the  better  half  of  this  century,  social  reformers 
attempted  to  persuade  the  public  that  inade- 
quacies in  equitable  access  fostered  unequal 
health  care.  Expectations  of  equality  were  en- 
hanced when  the  concept  of  the  right  to  health 
care  led  to  historical  legislative  decisions  that  cul- 
minated in  the  passage  of  the  Medicare  and 
Medicaid  programs  in  the  mid-1960s.  The 
formerly  disfranchised  sections  of  society,  the 
elderly  and  the  poor  people,  moved  into  the 
health-care  system  and  increased  the  demand  for 
ambulatory  and  hos{)ital  care.  The  .American 
Medical  .Association  and  the  .Association  of 
.American  Medical  (h)lleges  supported  the 
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national  posture  of  equity,  foresaw  inadequate 
manpower  capacity  to  meet  new  demands,  and 
recommended  increased  funding  to  support  ex- 
pansion of  educational  medical  centers.  Their 
support  was  important  in  the  passage  of  the 
Health  Manpower  Act  of  1968. 

About  this  time,  close  on  the  heels  of  social 
concerns  regarding  equity,  the  issue  of  quality 
surged  into  prominence.  The  emphasis  had 
shifted  from  equity  to  measurable  quality  and 
medical  accountability.  The  rising  demand  f(tr 
health  services  and  an  increasing  supply  of  physi- 
cians inevitably  contribtited  toward  increased 
costs  per  capita  and  aggregate  costs  of  care.  Con- 
currently, changes  in  demography  and  disease 
epidemiology,  an  explosive  growth  in  the  under- 
standing of  pathophysiological  processes  under- 
lying disease,  the  rise  of  specialties  and  medical 
technology,  and  an  increase  in  malpractice  litiga- 
tion encouraged  the  restructuring  of  medical 
practice.  These  changes,  occurring  in  a short 
space  of  two  decades,  ushered  in  a new  era  of 
health-care  delivery.  Health  care  was  no  longer  a 
small-scale  cottage  industry;  a rapidly  changing 
medical  practice  was  supported  by  advanced 
medical  organizations.  The  ])resumption  of 
autonomy  of  physicians  had  undergone  reap- 
praisal, and  the  solo  entrejtreneur  was  to  become 
a member  of  a vanishing  sj3ecies. 

In  the  1980s,  the  context  had  undergone  fur- 
ther change.  Today  the  central  concerns  are 
those  of  escalating  health-care  expenditures  that 
have  consistently  outdistanced  the  rate  of  infla- 
tion. These  fiscal  trends,  now  dominating  the 
thinking  of  policy  analysts,  ha\e  lead  to  growing 
effdi  ts  to  control  expenditures.  The  clarion  calls 
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for  equity  and  quality  are  receding  into  the  back- 
ground as  the  fiscal  dimension  of  an  expanded 
health-care  industry  encourages  increasing  fiscal 
scrutiny. 

Growth  of  National  Health  Care  Expenditures 

'Hie  focus  on  equity  which  dominated  public  poli- 
cy in  the  1960s  led  to  increasing  pressures  on 
major  sources  of  medical  reimbursement.  An  un- 
qualified access  to  reimbursement  systems  steadi- 
ly increased  third-party  costs  for  medical  ser\  ices. 
Forecast  of  future  costs  of  Medicare  and  Med- 
icaid turned  out  to  be  gross  underestimates.  For 
example,  Medicare  will  spend  more  in  any  one 
month  in  1983  than  it  did  during  its  entire  first 
year  of  1966.  Furthermore,  the  Congressional 
Budget  Office  has  projected  that  the  Medicare 
f und  for  hospital  insurance  could  be  hankriqit  by 
1987  and  could  face  a deficit  of  $300  billion  by 
1995. 

Since  1965,  we  haye  been  in  an  era  of  sustained 
effort  to  broaden  and  deepen  the  health-care 
system  with  large-scale  outlays  in  hospital  con- 
struction, biomedical  research,  and  exjiansion  of 
educational  opportunities  for  medical  profes- 
sionals. Cioncomitantly,  priyate  health  insurance, 
tax  incentives,  and  public  grants  accelerated  in- 
yestments  in  a rapidly  expanding  industry.  It 
seemed  very  clear  that  the  public  was  willing  to 
j)ay  the  price  for  improyed  health,  and  public 
policy  consciously  thought  to  redress  the  inade- 
quacies of  our  past  era. 

.\s  the  result  of  an  exj)anded  outlay  for  health, 
national  health  expenditures  as  a projjortion  of 
the  gross  national  product  have  increased  from 
4.4  per  cent  in  195()  to  almost  1 1 per  cent  in  1983 
and  are  projected  to  increase  f urther  by  1990.  On 
a })er  capita  basis,  expenditures  have  increased 
from  $82  per  person  in  1950  to  $1,400  in  1982. 
I he  expenses  per  inpatient  day  were  about  $78  in 
1970  as  comj)ared  with  $340  in  1982,  and  ex- 
penses per  inpatient  stay  averaged  $608  in  1970 
and  currently  are  approximately  $2,300.  Fhe 
overall  inflation  rate  in  1 982  was  3.9  per  cent,  but 
the  cost  of  health  care  increased  by  1 1 percent.  In 
1982,  almost  15  per  cent  of  every  federal  tax 
dollar  spent  went  to  the  health-care  industry. 

Many  factors  have  been  responsible  for  this 
dramatic  increase  in  health-care  costs.  These  in- 
clude inflation,  increase  in  the  percentage  of  the 
aged  population,  availability  of  newer  diagnostic 
and  therapeutic  techniques,  increased  utilization 
of  inedical  services,  expansion  of  support  for  hos- 
pital jjersonnel  and  trained  technicians,  in- 
creased government  regulation,  the  presence  of 


first-dollar  coverage,  and  rising  malpractice  pre- 
miums. The  California  Medical  Association  esti- 
mated that  malpractice  insurance  premiums  add 
$5  a day  to  the  cost  of  every  hospital  stay  and  $3  to 
the  cost  of  every  visit  to  a j)hysician.  Such  figures 
do  not  include  the  costs  of  tests  and  procedures 
undertaken  because  of  defensive  medicine  and 
are  quoted  by  some  physicians  as  representing  30 
per  cent  of  their  health-care  costs. 

Response  of  Government  and  Private  Industry 

Fhe  growing  concerns  with  escalating  health- 
care cost  engendered  a flurry  of  regulatory  op- 
tions, most  notably  the  National  Health  Planning 
and  Resource  Development  Act.  Results  of  this 
national  planning  effort,  however,  have  been 
variable,  and  most  observers  agree  that  reduc- 
tions in  the  costs  of  health  care  as  a result  of  the 
program  have  been  minimal.  Nevertheless,  the 
federal  government  has  taken  additional  steps  to 
reduce  its  financial  commitment;  for  example,  it 
has  recently  limited  increases  in  state  Medicaid 
expenditures.  In  turn,  state  governments,  hard 
pressed  by  their  Medicaid  budget,  have  re- 
sponded by  increasing  the  Medicaid  eligibility  re- 
quirements or  reducing  the  benefits. 

The  Omnibus  Reconciliation  Bill  (1981)  for  the 
first  time  permitted  states  to  contract  selectively 
for  Medicaid  health  services  with  physicians  and 
hospitals  offering  the  lowest  bids  for  medical 
care.  Such  programs  have  already  begun  on  a 
pilot  basis  in  three  Minnesota  counties.  These 
dramatic  changes  will  likely  intrude  into  the  pro- 
vision of  quality  care,  limit  the  patient’s  choice  of 
physicians,  and  curtail  the  physician’s  ability  to 
apply  the  best  technology  for  all  patients.  The 
fiscal  constraints,  even  if  Justifiable,  thrust  the 
physicians  into  the  midst  of  a dif  ficult  dilemma. 
The  patient,  often  poor  or  pauperized,  is  the  first 
to  suff  er  the  consequence  of  the  diminishing  eco- 
nomic conditions.  Indeed,  in  the  opinion  of  some 
observers,  the  experience  in  California,  which 
permits  contracting  with  physicians  and  hospitals 
for  Medicaid  patients,  suggests  that  the  quality 
and  quantity  of  health  care  for  the  impoverished 
may  be  compromised  because  of  inadequate 
funds.  Unfortunately,  issues  of  quality,  while 
touted  to  be  important,  in  actuality  have  not  en- 
tered into  the  contracting  process.  The  California 
experience  suggests  that  considerable  organiza- 
tional perturbation  is  caused  by  a contracting  sys- 
tem dominated  exclusively  by  cost.  For  example, 
if  a hospital  is  losing  money  on  Medi-Cal  patients, 
it  will  attempt  to  transfer  them  to  another  Medi- 
Cal  hospital.  Because  many  hospitals  are  forced 
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to  accept  lower  per  capita  costs,  there  is  growing 
evidence  of  cost-shifting.  Case-management 
programs  operating  under  fixed  capitated  rates 
have  lead  to  an  intricate  maze  of  organizational 
duplicity,  case  shifting,  political  intrigue,  and  in- 
novative financial  management.  Even  though 
contracting  presumably  implies  competition 
among  providers,  the  results  of  the  Medicaid  ex- 
perience have  fallen  far  short  of  what  one  might 
expect  in  a healthy  marketplace.  Sufficient 
empiric  and  historical  evidence  suggests  that  se- 
rious problems  exist  in  a contractual  prepaid  pro- 
cess that  is  often  insensitive  to  prevailing  free- 
market  prices. 

After  decades  of  relative  unconcern  regarding 
health  costs,  private  industry  is  beginning  an  ear- 
nest scrutiny  of  the  expanding  expenses  of  health 
care.  Many  companies  have  joined  business 
groups,  the  most  notable  of  which  are  the 
Washington  and  New  York  Business  Groups  on 
Health  Care.  In  the  Midwest,  similar  organiza- 
tions, including  the  Midwest  Business  Group, 
have  collaborated  to  bring  collective  pressures  on 
the  health-care  system.  Businesses  view  them- 
selves as  “buyers”  of  health  care,  for  which  reason 
they  seek  a greater  voice  in  the  price  of  the  prod- 
uct they  are  receiving.  The  problem  is  believed  to 
be  so  important  to  industry  that  some  major  cor- 
porations trapped  in  an  economic  squeeze  view 
their  future  viability  to  be  greatly  dependent  on 
controlling  the  spiraling  health-care  costs  of  em- 
ployees. Not  unlike  the  attitude  of  the  federal  or 
state  regulatory  or  the  procompetition  forces,  the 
leaders  of  some  businesses  have  stated  that  when 
quality  health  care  (not  further  defined)  is  pro- 
vided, with  or  without  a new  system  of  reimburse- 
ment, the  cost  of  more  “expensive”  health-care 
alternatives  should  be  borne  by  the  consumer. 
Nevertheless,  it  is  still  construed  by  some  that 
increasing  copayments  and  deductibles,  as  well  as 
cuts  in  benefits,  are  undesirable  alternatives  to 
the  prepaid  health-care  system.  As  a result,  in- 
dustry and  also  Medicaid  agencies  have  viewed 
competitive  proposals  and  alternative  systems 
such  as  health  maintenance  organizations,  pre- 
ferred provider  organizations,  and  exclusive  pro- 
vider organizations  with  interest. 

Impact  of  Cost  Constraints  on  Quality 

The  impact  of  cost  constraints  on  the  quality  of 
medical  care  is  tlifficult  to  assess.  Some  believe 


that  reduced  reimbursement  will  be  counterbal- 
anced by  operational  efficiencies,  such  as  the  eli- 
mination of  unnecessary  services  and  organiza- 
tional redundancies.  Consequently,  it  is  con- 
cluded that  reductions  in  reimbursement  will  not 
affect  quality.  Others  suggest  that  after  a hospital 
functions  under  an  increasingly  restrained  reim- 
bursement system  for  a long  period,  any  im- 
provement in  efficiency  is  likely  to  be  minimal 
and  the  persistent  stringent  payment  mechanism 
will  have  an  adverse  impact  on  quality. 

These  climactic  changes  could  be  a major  fu- 
ture threat  to  the  provision  of  high-quality  medi- 
cal care  in  the  United  States.  The  efforts  of  state 
and  federal  governments,  private  foundations, 
and  some  segments  of  the  business  community  to 
develop  case-managed,  prepaid,  capitated  care 
present  a major  challenge  to  contemporary  medi- 
cine. The  challenge,  in  essence,  is  not  just  one  of 
health  competition  but  a confrontation  between 
fiscal  ceilings  and  first-rate  medical  care.  It  is  a 
difficult  challenge  that  places  the  physician  in  the 
center  of  a competitive  marketplace  that  is  care- 
fully regulated.  In  that  setting,  medical  manage- 
ment approaches  are  subservient  to  the  issues  of 
cost,  and  the  prerogatives  of  quality  are  in- 
creasingly deemphasized. 

Conclusion 

In  the  decades  ahead,  we  percei\  e the  inevitabil- 
ity of  diminishing  relative  outlays  for  health-care 
expenditures  and  an  increasing  competition 
among  private  health-care  plans  vying  for  the 
broadest  services  at  the  lowest  prices.  The 
marketing  strategies  are  directed  toward  the  re- 
duction of  costs  and  signal  a retreat  from  the 
social  purpose  of  an  earlier  era.  The  uneasy 
physician  perceives  these  pending  changes  with 
trepidation  and  conjures  visions  of  restricted 
technological  application,  new  limits  to  profes- 
sional freedom,  and  restraints  on  quality.  Con- 
currently, the  consumer  harbors  exaggerated  ex- 
pectations and  anticipates  the  best  care  in  the 
pursuit  of  good  health.  Concomitant  with  these 
changes,  physician  accountability  for  the  provi- 
sion of  quality  services  will  be  dominated  by 
corporate  policies.  Such  policies,  in  reaction  to 
comparative  pricing  in  the  marketplace,  are  likely 
to  define  the  role  of  the  physician,  to  intensify  the 
focus  on  preventive  anti  early  detection  services, 
and  to  govern  the  practices  of  individual  physi- 
cians much  more  than  they  have  in  the  past.  ■ 
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HAVE  YOU  HEARD?  . . . 


All  US  physicians  recently  have  received  the 
Physicians’  Professional  Activities  (PPA)  Census 
form.  Completion  of  the  form  assures  accurate 
classification  in  official  AMA  records  and  in  the 
30th  edition  of  the  American  Medical  Directory. 
These  records  also  serve  as  the  basis  for  the  dis- 
tribution of  educational  information. 

The  PPA  Census  is  conducted  periodically  by 
the  American  Medical  Association  for  the  pur- 
pose of  identifying  the  self-designated  specialties 
and  current  professional  activities  of  every  physi- 
cian in  the  country.  All  physicians,  both  AIVIA 
members  and  non-members,  are  listed  in  the 
Directory,  as  well  as  those  who  are  no  longer  in 
active  practice. 

Failure  to  complete  the  Census  form  may  result 
in  inaccurate  classification  in  AMA  records  and  in 
the  30th  edition  of  the  American  Medical  Directory. 

• • • 

The  most  effective  treatment  for  hypertension  is 
weight  loss,  according  to  a report  in  the  July  1985 
issue  of  the  Archives  of  Internal  Medicine.  Working 
with  information  from  the  Multiple  Risk  Factor 
Intervention  Trial,  Doctor  Richard  H.  Grimm, 
Jr.,  and  colleagues  at  the  University  of  Minnesota 
School  of  Public  Health  report  that  men  with 
elevated  risk  factors  for  heart  disease  assigned  to 
special  intervention  groups  fared  better  than 
those  assigned  to  usual  care  groups  in  controlling 
blood  pressure.  They  add,  however,  that  “weight 
loss  was  associated  with  blood  pressure  lowering 
in  both  study  groups,  regardless  of  treatment 
status.”  In  the  study,  a weight  loss  of  ten  pounds 
was  associated  with  a drop  in  diastolic  blood 
pressure  of  up  to  16.5  mm  Hg. 

• • • 

Gunshot  wounds  kill  10.9  per  cent  of  victims, 
cause  1 1 days  of  hospitalization  for  survivors,  and 
cost  an  average  of  $5,692  per  patient,  according 
to  a study  in  the  July  1985  issue  of  the  Archives  of 
Surgery. 

Doctor  Mark  Fielder  and  his  colleagues  from 
the  Miami  Valley  Regional  Trauma  Center  in 
Dayton,  Ohio  retrospectively  reviewed  210 
admissions  of  gunshot  wound  victims.  Among 
their  findings  were  that  72  per  cent  had  a single 
anatomic  site  involved,  13  per  cent  had  complica- 
tions, 10.9  per  cent  died,  72  percent  recovered 
without  long-term  disabilities,  and  12.4  per  cent 
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had  long-term  disabilities.  The  costs  of  care  dra- 
matically exceeded  the  payments  listed  under  di- 
agnostic-related groups  (DRGs). 

• • • 

Decision  analysis  may  be  preferable  to  second 
opinions  in  verifying  surgical  decisions,  asserts 
Doctor  John  R.  Clarke  of  the  Medical  College  of 
Pennsylvania  in  the  July  1985  issue  of  \he  Archives 
of  Surgery.  Decision  analysis  is  a mathmatical  pro- 
cess by  which  a decision  made  can  represent  and 
solve  decision  problems.  In  a study,  it  was  com- 
pared with  second  opinions  to  solve  hypothetical 
surgical  problems,  and  was  found  to  be  more 
than  10  per  cent  more  accurate,  according  to 
Clarke. 

• • • 

A five-year  agreement  jointly  to  produce  and  dis- 
tribute educational  and  informational  program- 
ming has  been  reached  by  the  New  England  Hos- 
pital Assembly  (NEHA)  and  the  Hospital  Satellite 
Network  (HSN).  Eounded  in  1921  as  the  first 
regional  hospital  association  in  the  US,  NEHA 
serves  principally  as  an  educational  resource  for 
almost  500  hospitals  in  the  Northeast.  These  hos- 
pitals may  subscribe  to  the  HSN  satellite  pro- 
gramming at  special  rates.  Almost  340  hospitals 
throughout  the  US  currently  subscribe  to  the 
round-the-clock  programming  produced  and 
transmitted  via  satellite  by  HSN.  NEHA  plans  to 
use  the  system  to  augment  its  educational  activi- 
ties for  physicians  and  patients. 

• • • 

Nurse  practitioners,  supported  by  community 
physicians,  can  improve  children’s  access  to 
health  care  by  expanding  the  services  available  in 
schools,  according  to  recent  findings  from  the 
Robert  Wood  Johnson  foundation.  The  Founda- 
tion’s School  Health  Services  Program,  which 
ended  in  1984,  was  conducted  in  18  school  dis- 
tricts in  Colorado,  New  York,  North  Dakota,  and 
Utah.  Considered  to  be  the  largest  national  effort 
ever  undertaken  to  place  comprehensive  services 
in  the  school  system,  the  project  cost  $6.5  million 
to  conduct,  administer,  and  evaluate. 

Among  other  conclusions,  it  was  found  that: 

Medically-underserved  children  received  ac- 
cess to  care  and  were  proportionately  greater  us- 
ers of  program  services  than  children  who  had 
private  physicians.  Because  of  the  increasing 
numbers  of  working  mothers  and  single-parent 
families,  however,  even  children  with  physicians 
used  the  program  for  supplemental  care. 
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A significant  amount  of  untreated  illness,  some 
of  it  serious,  was  found,  even  in  children  with 
physicians. 

The  proportion  of  fully-immunized  students 
I was  increased. 

I Nearly  96  per  cent  of  the  health  problems 
: found  were  followed  up  and  resolved  or  re- 

:j  mained  under  treatment. 

During  the  program,  the  complexity  of  the 
care  provided  by  the  school  nurse  practitioners 
1 increased,  taking  fuller  advantage  of  their  spe- 
j cialized  skills  and  training  in  diagnosis  and  treat- 
ment. 

The  School  Health  Services  Program  was  more 
expensive  than  the  usual,  more  limited  school 
health  programs.  Across  the  country  school  dis- 

i tricts  spend  an  annual  average  of  $25  per  child, 
while  the  annual  per  capita  amounts  spent  in  the 

' demonstration  sites  ranged  from  $43  to  $82.  De- 
' spite  the  higher  expenditure,  however,  an  over- 
whelming proportion  of  school  districts  elected  to 

ii  continue  the  program  after  funding  from  the 
I Foundation  ended. 

• • • 

, Chelation  therapy  has  been  shown  not  to  be  ben- 
eficial in  the  treatment  of  angina  or  other  man- 
ifestations of  atherosclerosis.  Moreover,  the  pro- 
cedure can  have  serious  or  even  fatal  side-effects, 
warns  Doctor  Densie  Hatfield,  Research  Associ- 
ate with  the  American  Council  on  Science  and 
j Health  (ACSH)  in  the  March/April  1985  issue  of 
ACSH  News  V5>zc5.The  Council  is  an  indepen- 
dent, nonprofit  consumer  education  organiza- 
tion promoting  scientifically-balanced  evalua- 
, tions  of  food,  chemicals,  the  environment,  and 
health. 

Chelation  therapy,  which  involves  the  adminis- 
' tration  of  a substance  which  binds  with  metals  in 
the  blood  and  is  excreted  by  the  kidneys,  is 
, approved  by  the  Food  and  Drug  Administration 
I for  the  treatment  of  lead  poisoning.  It  is  also, 
I however,  being  promoted  for  many  unapproved 
j uses,  especially  in  the  treatment  of  atheroscle- 
! rosis,  such  as  an  alternative  to  coronary  bypass 
surgery.  Approximately  1,000  clinics  and  practi- 
tioners are  administering  chelation  therapy  in  the 
US,  and  about  350,000  Americans  have  under- 
gone chelation  therapy,  the  Council  reports. 

“No  persuasive  evidence  from  properly- 
controlled  studies  has  established  that  chelation 
therapy  relieves  symptoms  of  atherosclerosis,” 
Doctor  Hatfield  states.  “Moreover,”  she  added, 
“there  is  alarming  evidence  about  the  proce- 
dure’s risks.  For  instance,  13  deaths  occurred 
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over  a two-year  period  from  chelation  therapy 
administered  at  a clinic  in  Louisiana.  Deaths  also 
have  been  reported  elsewhere,  and  many  lawsuits 
have  been  brought  against  chelation  therapy 
practitioners  by  patients  who  suffered  serious 
side-effects.” 

Among  the  severe  adverse  reactions  that  have 
been  attributed  to  the  therapy  are  severe  hypo- 
glycemia, renal  failure,  congestive  heart  failure, 
stroke,  and  diabetic  complications. 

• • • 

Substantial  long-term  success  for  an  endoscopic 
technique  for  voice  restoration  after  loss  of  the 
larynx  is  reported  in  the  February  1985  issue  of 
the  Archives  of  Otolaryngology.  Dr.  Stephen  J.  Wet- 
more  and  his  colleagues  from  the  University  of 
Arkansas  for  Medical  Sciences  in  Little  Rock  fol- 
lowed 66  patients  for  more  than  three  years  who 
were  using  the  Blom-Singer  technique  for  voice 
restoration.  The  technique  includes  insertion  of  a 
voice  prosthesis  through  a tracheoesophageal 
puncture.  A 64  per  cent  success  rate  was  found. 
The  researchers  conclude  that  the  participation 
of  a “well-trained  team  seems  to  be  an  important 
factor  in  achieving  a high  rate  of  success  with  this 
procedure.” 

• • • 

While  hospitals  across  the  nation  have  cut  utiliza- 
tion in  response  to  tighter  Medicare  payment 
policies,  the  hardest  hit  have  been  small  hospitals 
in  rural  areas.  According  to  a recent  report  in 
America?!  Medical  News,  it  was  found  that  the  aver- 
age census  for  hospitals  with  less  than  50  beds 
plummeted  to  34  per  cent,  compared  with  65  per 
cent  for  all  hospitals.  Hospitals  with  less  than  25 
beds  were  consistently  in  the  red  in  1984,  with 
expenses  exceeding  revenues  by  7 per  cent  in  the 
first  10  months  of  the  year.  There  are  some  224 
of  these  hospitals,  82  per  cent  of  which  are  in 
rural  areas. 

• • • 

A bone  marrow  biopsy  can  serve  as  an  inexpen- 
sive and  easily-applied  means  to  confirm  the  sus- 
pected diagnosis  of  acquired  immune  deficiency 
syndrome  (AIDS),  according  to  the  study  in  the 
February  1985  issue  of  the  Archives  of  Pathology 
and  Laboratory  Medicine.  Dr.  Stephen  A.  Geller  of 
the  Mount  Sinai  School  of  Medicine  in  New  York 
and  his  colleagues  compared  biopsies  from  30 
AIDS  patients  with  those  from  20  patients  with 
fever  of  unknown  origin.  Characteristic  biopsy 
features  were  recognized  in  86  per  cent  of  the 
specimens  from  AIDS  patients. 
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Oral  erythromycin  was  93  per  cent  eftective  in 
eradicating  chlamydial  infections  among  new- 
born infants,  according  to  a controlled  study  re- 
ported in  the  June  1985  issue  of  the  American 
Journal  of  Diseases  of  Children.  Dr.  Alfred  D.  Heg- 
gie  of  Case  Western  Reserve  University  School  of 
Medicine  and  his  colleagues  compared  oral 
erythromycin  estolate  with  10  per  cent  sulfaceta- 
mide sodium  ophthalmic  solution  in  the  treat- 
ment of  chlamydial  conjunctivitis,  and  found 
that,  while  the  former  treatment  was  93  per  cent 
effective,  the  latter  was  only  43  per  cent  effective. 
The  researchers  add  that  use  of  the  ophthalmic 
solution  may  “result  in  persistent  conjunctival  in- 
fection and  nasopharyngeal  colonization.”  Un- 
treated chlamydial  conjunctivitis  can  spread  to 
the  respiratory  tract  and  cause  chlamydial 
pneumonia. 

• • • 

Needle  localizations  of  mammographically  suspi- 
cious breast  lesions  is  a safe,  rapid,  and  accurate 
method  for  localizing  small  potentially-highly 
curable  breast  cancers  with  minimal  sacrifice  of 
breast  tissue,  according  to  a report  in  the  May 
1985  issue  of  xhc:  Archives  of  Surgery.  Doctor  Roger 
Bigelow  and  colleagues  from  the  William 
Beaumont  Hospital  in  Troy,  Michigan  report  us- 
ing a “hook-wire”  method  to  localize  lesions  in 
133  patients  with  suspicious  but  nonpalpable 
breast  masses.  Cancer  was  found  in  24  patients. 
An  additional  67  demonstrated  calcification,  and 
of  these  16  had  malignancies.  “Eighty  per  cent  of 
the  cancers  were  less  than  1 cm  in  diameter,  and 
38  per  cent  met  the  criteria  for  minimal  carcino- 
ma,” according  to  the  researchers. 

• • • 

Caffeine  produces  markedly  greater  anxiety, 
nervousness,  fear,  nausea,  and  restlessness  in  pa- 
tients diagnosed  as  having  panic  disorders  than  in 
healthy  controls,  according  to  a report  from  the 
Vale  University  School  of  NIedicine  published  in 
the  March  1985  issue  of  the  Archives  of  General 
Psychiatry.  Dr.  Dennis  Charney  and  his  colleagues 
studied  the  effects  of  oral  administration  of  10 
mg/kg  of  caf  f eine  on  behavior  and  scmiatic  synij)- 
toms  of  1 7 healthy  subjects  and  2 1 patients  meet- 
ing the  diagnostic  criteria  for  agoraphobia  with 
panic  attacks  or  panic  disorder.  Behavior  symp- 
toms among  patients  were  significantly  corre- 
lated with  plasma  caffeine  levels,  the  researchers 
found.  Plasma  levels  of  cortisol  and  another  plas- 
ma constituent  were  similar  for  patients  and  con- 
trols. 

The  researchers  postulate  that  caffeine  blocks 


Blackstone  Valley 
Psychological  Institute 

Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 


401-765-5100 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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REALTOR 


850  Main  Street 
East  Greenwich,  R.I.  02818 
885-2990 

WARWICK 

Near  East  Greenwich  . . . Complete  horse  and  dog 
raising  facility  privately  located  within  minutes  of 
town.  4 bedrooms,  3 baths,  kitchen  and  family 
rooms  with  fieldstone  fireplaces.  Super  property 
for  hobbiest  or  serious  business.  Price  includes  2nd 
home  on  property  which  could  be  sold  separately . 
$300s 

SOUTH  KINGSTOWN 

Elisha  Watson  House  . . . Circa  1690s.  Historic 
estate  set  on  approximately  four  acres.  Enormous 
living/dining  room,  several  bedrooms,  fireplaces, 
porches,  barns,  pond,  pool,  and  garage  with  care- 
taker's apatiment . $400s 

Call  for  brochures 


COMPUTER  SYSTEM 
FOR  SALE 

Altos 

586-20  hard  meg  system  512k, 
with  Xenix  Runtime 

Operating  System 

Includes 

2 Televideo  925  Terminals 
and 

Okidata  Microline  84 
high-speed  printer 

$8,000 

For  more  information  caii:  272-2558  days 


the  actions  of  adenosine.  Electrophysiological 
studies  indicate  that  adenosine  reduces  the  spon- 
taneous firing  rate  of  neurons  in  a variety  of  brain 
regions,  including  the  cerebral  cortex,  cerebel- 
lum, and  locus  cerules. 

“The  findings  of  the  present  investigation  pro- 
vide the  first  direct  evidence  that  patients  with 
agoraphobia  and  panic  attacks,  in  comparison 
with  healthy  subjects,  demonstrate  markedly  in- 
creased sensitivity  to  tbe  anxiogenic  effects  of 
caffeine,”  according  to  Dr.  Charney.  “The  in- 
creased behavioral  sensitivity  of  panic  disorder 
patients  to  caffeine  may  provide  data  relevant 
toward  understanding  the  neurobiology  of  panic 
anxiety.” 

• • • 

A Health  Policy  Agenda  for  the  American  Peo- 
ple, a major  effort  of  national  health-related 
organizations  to  bring  reason  and  purpose  to 
healtb-care  policy  making,  is  explained  in  a new 
brochure  available  from  the  American  Medical 
Association  Office  of  Health  Policy  Develop- 
ment, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 

Initiated  by  the  AM  A in  1982,  the  Health  Poli- 
cy Agenda  (HPA)  is  a four-year  cooperative 
effort  involving  more  than  150  organizations  and 
350  individual  participants.  They  represent 
health  professionals,  hospitals,  insurance  provid- 
ers, the  pharmaceutical  industry,  state  and  feder- 
al government,  and  business  and  consumer 
groups. 

HPA  participants  are  divided  into  six  work 
groups  whose  charge  has  been  to  analyze  the 
current  and  future  health  environment  and  iden- 
tify major  health  care  issues  in  medical  science; 
health  professions  education;  health  resources; 
delivery  systems  and  processes;  evaluation, 
assessment,  and  control  of  health  care  delivery; 
and  payment  for  services.  By  1986,  the  HPA  pro- 
cess will  have  produced  specific  policy  proposals 
which  could  form  the  basis  of  national  health 
policy  for  years  to  come.  Participating  organiza- 
tions also  will  evaluate  their  own  internal  policies 
in  light  of  these  proposals. 

• • • 

A new  cartilage  adhesive,  enbucrilate,  used  in 
nose  reconstructive  surgery  is  deemed  safe,  ex- 
cellent, and  effective  in  a study  from  the  New 
York  Medical  College  published  in  the  June  1985 
issue  of  the  Archives  of  Otolaryngology.  In  a study 
involving  39  patients.  Doctor  Evan  Sachs  found 
that  the  main  attribute  of  the  substance  stems 
from  its  ability  to  bond  cartilage  instantly.  ■ 
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The  Up)Ohn  Company 
Kalamazoo.  Michigan  49001  USA 


*3 1965  The  UplOlV)  Company 


Help  hercpmpute 
America^  future. 


Today,  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  ^eir  minds.  With 
ideas.  Information.  Dreams.  "With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  theyll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  \vill  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 

K»  F»<4AnQA1.  aid  to  (OOCaJOn  INC  M I * PU0LC  Silvia  OF  ths  pubuCatcn 

680  FTTH  AMlNUt  New  YORK  NT  1Q0I9  fm  W2t  G^inCI  AND  TH(  AOVtKTSING  COUNOL 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurozepam  HCI/Roche  ® 

sleep  that  satisfies  _ 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal  Clin  Pharmacol  Ther  12  691  - 
697,  Jul-Aug  1971  2.  Kales  A,  etal  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  /9  576-5S3,  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32  781-788,  Dec  1982  5.  FrastJD  Jr,  DeLucchi 
MR  J Am  Geriatr  Sac  27  Dec  1979  6.  Dement 
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Kales  JD  J Clin  Psychopharmacol  3 140-1 50,  Apr  1 983 
8.  Tennant  FS,  etal  Symposium  on  the  Treotment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MO,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 
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DALMANE’ 

flurozepam  FICI/Roche® 

Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  tolling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  ocute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  loboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurozepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurozepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  ot  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  ond  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  lotent  depression  or  suicidol  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  porticularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation ond  como,  probably  indicative  of  drug  intoleronce 
or  overdosage,  have  been  reported  Also  reported  headoche, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrheo,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  polpitations,  chest  pains,  body  and  joint 
poms  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  solivotion,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  ond  direct  bilirubins, 
and  alkaline  phosphotose,  and  poradoxicol  reactions,  e g 
excitement,  stimulation  and  hyperoctivity 
Dosoge:  Individualize  lor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suttice  in  some  patients 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  llurozepam 
HCI 


Roche  Products  Inc 
Monati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  ore  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ’ ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety. As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


sleep  that  satisfies 
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This  is  the  reading  room  of  your  library  at  Rhode  Island  Medical  Society 
headquarters.  It  is  a treasure  house.  Get  acquainted. 
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SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties  we  have  computerized  in  the  local  area  are: 


General  Surgery 
Pediatrics 

Obstetrics  & Gynecology 
Cardiovascular 
Thoracic  Surgery 


Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  Ac  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy),  Hepatitis  Panels,  Bi.’  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time... Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CKANSION  STRHin,  CRANSTON,  RI  02920 

943-1211 


RI  TOLL  FRLE  1-800-942-1011 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• SamC'Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolar^^ngol- 
ogists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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A SIGN 

OF  THE  TIMES 


A Federally  Qualified  HMO 


More  and  more  dcKtors  throughout  Rhode 
Island  and  Southeastern  Massachusetts  are 
displaying  OSPHP  emblem.  They’re  proud 
to  inform  their  patients  that  they  belong  to 
the  fastest  growing  health  maintenance  organ- 
ization in  the  area.  They  are  also  doing  their 
part  to  control  the  spiraling  cost  of  health 
care  by  providing  you  an  alternative  to 
traditionaJ  third  party  insurers. 

Ocean  State  was  developed  and  is  run  by 


physicians  who  understand  the  needs  of 
doctors  in  private  practice.  It’s  no  wonder 
that  in  a little  over  a year  Ocean  State  has 
grown  from  1 ,700  to  over  20,000  members. 

To  contact  Ocean  State  Physicians  Health 
Plan  call  273-7050  for  complete  inform- 
ation. Then  join  the  growing  number  of 
physicians,  hospitals,  pharmacies  and  other 
providers  who  see  our  emblem  as  a “Sign  of 
the  Times”. 


Nobody  Treats  Your  Health  With  So  Much  Care 

Ocean  State 

Physicians  Health  Plan 


& 

III  A Federally  Qualified  HMO 

339  Eddy  Street,  Providence,  R1  02903  (401)  273-7050  or  Toll  Free  1-800-451-5109 
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Enhancing  the  Physician’s  Roie 
in  Efforts  Against  Smoking 


On  November  6,  1985  the  Rhode  Island  Depart- 
ment of  Health,  the  Rhode  Island  Medical  Socie- 
ty, and  the  Brown  University  Program  in  Medi- 
cine will  jointly  sponsor  a conference  on  the  role 
of  physicians  in  influencing  their  patients  to  stop 
smoking.  The  conference  is  the  result  of  a 1984 
survey  conducted  by  the  sponsoring  organiza- 
tions which  asked  Rhode  Island  physicians  to  in- 
dicate their  interest  in  receiving  information  on 
how  to  integrate  health  promotion/risk  reduction 
activities  into  their  practices.  As  reported  in  a 
Special  Report  in  the  June  1985  issue  of  l\\e  Rhode 
Island  Medical  Journal,  smoking  cessation 
attracted  the  highest  level  of  interest  among  the 
responding  physicians.* 

I strongly  urge  all  physicians  to  avail  them- 
selves of  this  timely  opportunity.  I believe  that  we 
can  reduce  substantially  the  rates  of  cigarette 
smoking  among  our  patients  and  consequently 
reduce  the  rates  of  morbidity  and  mortality  that 
are  related  to  smoking.  Forty  million  Americans 
have  already  quit  smoking,  mostly  of  their  own 
accord.  They  have  recognized  the  health  risks 
associated  with  the  smoking  habit  as  explained 
through  the  media  and  general  public  health 
education  efforts  conducted  by  organizations 
such  as  the  American  Medical  Association,  the 
American  Cancer  Society,  the  American  Lung 
Association,  and  federal,  state,  and  local  health 
agencies.  The  yield  of  this  major  public  health 
effort  is  encouraging,  but  much  remains  to  be 
done. 

Over  fifty  million  Americans  still  smoke 
cigarettes,  including  235  thousand  Rhode  Island- 
ers. Many  of  these  smokers  would  be  responsive 
to  appropriate  intervention  by  their  physicians. 
Almost  80  per  cent  of  Rhode  Islanders  see  a 
physician  at  least  once  a year.  Fherefore,  jjerhaps 
190  thousand  smokers  in  the  state  could  be 
reached  annually  with  a smoking  cessation  mes- 


sage from  their  physicians.  In  a 1978  survey  of 
the  public,  respondents  ranked  physician’s  advice 
as  the  most  effective  means  of  prompting  them  to 
quit  or  reduce  smoking.^  The  purpose  of  the 
November  conference  is  to  provide  Rhode  Is- 
land’s physicians  with  effective  advice  and  tech- 
niques on  how  to  present  that  message  to  their 
patients. 

By  their  personal  behavior,  physicians  have 
already  clearly  responded  to  the  known  health 
consequences  of  smoking.  According  to  the  1984 
Report  of  the  Surgeon  General  on  the  Health 
Consequences  of  Smoking,  the  smoking  preva- 
lence among  physicians  in  the  United  States  is 
estimated  at  10  per  cent  — less  than  one-third  the 
rate  in  the  general  population.^  In  Rhode  Island, 
the  1983  physician  smoking  survey  revealed  a 
cigarette  smoking  rate  of  8.3  per  cent.'^  This  ex- 
ceptionally low  level  contrasts  with  the  rate  of  35 
per  cent  for  Rhode  Island  adults  over  age  24. 

As  important  as  it  is  that  physicians  serve  as  role 
models  in  their  personal  behavior,  it  is  also  essen- 
tial that  physicians  offer  consistent,  sustained 
educational  programs  for  their  patients.  In  their 
offices  physicians  can  provide  accurate,  under- 
standable information  on  the  risks  associated 
with  smoking  and  the  benefits  of  quitting  smok- 
ing. They  can  urge  abstinence  through  direct 
advice.  Referral  to  a quit-smoking  program  can 
follow,  as  can  the  prescription  and  follow-up  of 
cessation  and  maintenance  strategies. 

We  are  all  guilty  to  some  extent  of  both  ration- 
alizing away  today’s  bad  habits  against  our  future 
health  and  ignoring  the  future  risk  of  disabling 
and  life-threatening  disease.  How  much  risk  we 
assume  depends  on  several  factors.  We  must  be 
mindful  that  persons  with  limited  income,  limited 
education,  and  fragmented  human  relationships 
are  much  more  likely  to  ignore  risk  and  continue 
(continued  on  page  470) 
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Robitussin  and  codeine 

Each  5 ml  ( 1 teaspoonlul)  contains 
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Competency  Peer  Review 


Occasionally  a controversial  situation  arises  in 
which  an  organization  can  take  a position  which, 
although  correct  according  to  higher  principles, 
is  unpopular  with  some  members.  The  Rhode  Is- 
land Medical  Society  has  such  an  oppportunity 
now  with  regard  to  the  issue  of  peer  review  with 
reference  to  competency. 

The  medical  profession  is  being  asked,  if  not 
forced,  to  look  at  this  issue.  Statistics  are  periodi- 
cally presented  to  the  public  about  the  number  of 
“incompetent”  physicians.  In  turn  this  encour- 
ages the  public  to  demand  some  kind  of  regula- 
tory mechanism.  The  lawyers  claim  that  the  mal- 
practice crisis  is  due  to  malpractice.  While  only  a 
very  small  number  of  doctors  are  “malpractic- 
ing,”  they  reflect  on  all  doctors,  and  it  is  the  re- 
sponsibility of  the  profession  to  pay  attention  to 
this  problem.  The  quality  of  medical  practice  may 
thus  be  assured  and  the  public  welfare  protected. 

A similar  situation  faced  the  Massachusettes 
Medical  Society  in  November  1846.  The  story 
begins  on  October  16  when  the  first  operation 
under  anesthesia  was  performed  at  the  Mas- 
sachusettes General  Hospital  by  Doctor  John  Col- 
lins Warren.  Several  other  operations  followed 
rapidly.  The  ultimate  test,  however,  was  to  be  a 
well-publicized  leg  amjjutation  on  a 21 -year-old 
woman  named  Alice  Mohan  sceduled  for 
November  7.  William  Morton,  a Boston  dentist, 
had  discovered  the  anesthetic  properties  of  sul- 
furic ether.  He  applied  for  a patent  on  the  inhaler 
he  designed  and  did  not  tell  anyone  the  nature  of 
the  anesthetic.  I he  Massachusetts  Medical  Socie- 
ty held  an  emergency  meeting  the  day  before  the 
scheduled  amputation  and  decided  that  such  a 
di.scovery  should  not  be  kept  secret.  .An  unknown 
medicine  could  not  be  u.sed  ethicallv.  1 he  vice- 
president  of  the  Medical  Society  conf  ronted  Doc- 
tor Warren  just  j^rior  to  surgery,  telling  him  that 
he  should  not  use  the  anesthetic  unless  the  design 


Herbert  Rakatansky,  MD 


of  the  inhaler  and  the  nature  of  the  anesthetic 
were  made  public  pro])erty.  With  the  jiatient  anx- 
iously waiting  and  Doctor  Henry  Bigelow  emo- 
tionally and  vocally  arguing  fdi'  pity  fbi  the  pa- 
tient and  against  the  decision  of  the  medical  socie- 
ty, Doctor  Warren  urgently  apj^roached  Doctor 
Morton  and  exjjlained  the  situation.  In  what 
must  be  considered  one  of  the  greatest  acts  of 
altruism  of  recent  times  Doctor  Morton  gave  uj) 
his  rights  to  the  design  of  the  inhaler  and  told  the 
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assembled  physicians  the  nature  of  the  anesthet- 
ic. The  decision  of  the  Massachusetts  Medical 
Society  to  support  ethical  principles  and  to  con- 
front one  of  its  most  powerful  members  saved 
encounted  hours  of  pain  for  subsequent  patients 
and  enabled  the  gift  of  anesthesia  to  spread 
throughout  the  world  with  a rapidity  accorded  to 
few  scientific  discoveries. 

The  Rhode  Island  Medical  Medical  Society  is 
embarking  upon  a program  which  may  be  con- 
troversial though  less  dramatic  than  that  de- 
scribed above.  The  issue  of  individual  physician 
competency  has  never  been  faced  by  a state 
medical  society. 

There  are  three  reasons  why  physicians  prac- 
tice so  far  outside  accepted  medical  standards 
that  they  may  be  considered  incompetent: 

1.  Illness  such  as  alcoholism,  drug  depend- 
ence, organic  brain  syndrome  and  others  may 
and  often  do  lead  to  a deterioration  of  profes- 
sional standards.  The  Rhode  Island  Medical  Soci- 
ety has  an  effective  mechanism  to  deal  with  this 
category  of  incompetence. 

2.  Criminal  activity  is  restricted  to  a very  few 
physicians.  The  Rhode  Island  Medical  Society 
does  not  condone  any  deliberate  criminal  be- 
havior and  believes  that  these  matters  should  be 
handled  by  appropriate  law  enforcement  agen- 
cies. 

3.  Incompetence  for  other  reasons  such  as  lack 
of  motivation,  poor  habits,  professional  isolation, 
and  others  is  uncommon,  but  does  exist.  This 
category  will  now  receive  attention  from  the 
Rhode  Island  Medical  Society. 

Competency  is  assured  at  the  beginning  of  a 
physician’s  career  by  licensure  examinations,  spe- 
cialty and  subspecialty  boards,  and  other  ex- 
aminations. During  active  practice  fortunate 
physicians  will  take  recertification  examinations 
(mandatory  or  voluntary)  or  will  practice  in  asso- 
ciation with  hospitals  with  active  and  effective 
peer  review  systems.  Some  physicians,  however, 
either  may  not  benefit  from  these  efforts  or  may 
not  be  exposed  to  them. 

A peer  review  competency  committee  has  been 
established  to  act  as  an  advocate  for  such  physi- 
cians and  to  protect  the  public  welfare.  The  com- 
mittee acts  upon  complaints  concerning  alleged 
incompetency.  All  complaints  must  be  in  writing, 
specific,  and  signed.  They  will  be  received  from 


any  individual  or  institution.  Disputes  about  fees 
will  not  be  considered.  If  illness  is  the  apparent 
cause  of  incompetence,  the  physician  will  be  re- 
ferred to  the  Impaired  Physicians  Committee. 
Criminal  matters  will  be  referred  to  law  enforce- 
ment agencies.  Questions  of  ethics  independent 
of  medical  competence  will  be  referred  to  the 
Mediation  Committee. 

Complaints  appearing  to  be  meritorious  will 
result  in  a meeting  between  the  physician  and 
several  members  of  the  committee.  The  object  of 
the  meeting  will  be  first  to  assess  the  adequacy  of 
the  medical  record.  Is  there  adequate  docu- 
mentation of  the  diagnosis  and  treatment  plan? 
Secondly,  the  scientific  basis  for  medical  judg- 
ment will  be  reviewed  in  accordance  with  general- 
ly accepted  standards  of  practice.  In  this  regard 
the  Rhode  Island  Medical  Society  will  not  estab- 
lish any  standards,  but  will  ask  for  help  from 
national  and  regional  specialty  societies.  The  22 
specialty  society  representatives  to  the  Rhode  Is- 
land Medical  Soceity  House  of  Delegates  and 
presidents  of  local  specialty  societies  will  be  the 
first  reference  source.  If  the  physician  is  indeed 
practicing  in  a manner  which  requires  improve- 
ment, help  will  be  provided.  This  help  will  take 
the  form  of  education.  A resource  list  of  courses, 
mini-residencies,  and  other  types  of  re-education 
will  be  compiled,  and  suggestions  appropriate  to 
the  situation  will  be  made.  All  of  this  will  be  done 
with  total  confidentiality. 

Why  should  a physician  meet  with  the  commit- 
tee or  follow  its  advice?  The  committee’s  primary 
charge  is  the  maintenance  of  quality  medical  care 
and  the  protection  of  the  public.  If  a physician 
were  to  refuse  to  coorperate  in  a situation  in 
which  the  committee  felt  that  incompetency 
threatens  adequate  patient  care,  the  case  would 
be  turned  over  to  the  Board  of  Medical  Review 
for  disciplinary  action.  The  Impaired  Physicians 
Committee  follows  similar  guidelines. 

This  committee  is  the  physician’s  friend.  There 
is  great  pressure  from  the  legal  profession  and 
the  public  to  discipline  doctors.  The  Rhode  Is- 
land Medical  Society  hopes  that  by  virtue  of  the 
Peer  Review  Competency  Committee  and  the  Im- 
paired Physicians  Committee  disciplinary  boards 
in  Rhode  Island  will  have  very  little  to  do. 

Herbert  Rakatansky,  M.D. 
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Now  here’s 

a loan  approval  committee 
you  can  work  with. 


Dick  G.  Boenning,  Vice  President,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor.  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 


So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 


Rhode  Island’s  largest,  most  experienced 
bank.  To  find  out  what  Private  Banking  at 
Fleet  can  mean  for  you,  call  Dick  Boenning 
at  278-6537,  or  Debbie  MacMillan,  Loan 
Officer,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGU\ND’S  FINANCIAL  RESOURCE" 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 

• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 

Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 

Nursing  Assistants  and  Orderlies  ® Friendly  Health  Care  Professionals 

Homemakers  — Home  Health  Aides  * 

When  Private  Duty  Nursing  Care  is  needed  call 

L M Nursing  Services  Inc. 

Providence  401-75 1 -2440  Pawtucket  401-728-9898 


24  HOURS  A DAY 


7 DAYS  A WEEK 


A 

WOF® 
TO  THE 
WHYS 


wmMi 

<jo„n  on  P'^^ould  be  part  ot  <ne  AMA. 

reason  why  you  embers  and  leaders  m 

AMA.  60610  or  ca«  collect,  (312) 

AMA,  535  North  Dearborn  tree. 
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Clinicopathological  Conference 


Case  Record:  Rhode  Island  Hospital 


Tom  J.  Wachtel,  MD 
George  F.  Meissner,  MD 
David  Williams,  MD,  Editors 


Case  Presentation 

Lawrence  Freer,  MD*:  A 75-year-old  white  male 
retired  police  officer  was  admitted  from  another 
hospital  because  of  fever,  bacteremia,  cardiac 
murmur,  and  pericarditis. 

The  patient  was  well  until  six  months  prior  to 
hospitalization  when  he  complained  of  not  feel- 
ing well  following  extraction  of  an  abscessed 
tooth.  Four  days  prior  to  admission,  he  noted  the 
onset  of  shaking,  chills,  nausea  and  vomiting, 
malaise,  and  arthralgia.  Two  days  later,  he  had  a 
12-hour  episode  of  substernal  chest  pain  which 
resulted  in  dizziness  and  confusion.  On  the  day  of 
admission  to  another  hospital,  he  presented  with 
anterior  chest  pain  of  12  hours’  duration,  associ- 
ated with  diaphoresis,  heaviness  in  his  arms,  and 
jaw  pain.  At  that  time,  his  physical  examination 
revealed  a temperature  of  98°  F.  (36.8°  C.)  orally, 
a grade  1 1 I/VI  systolic  murmur,  and  inferior  lead 
ST  segment  elevations  on  the  electrocardiogram. 
His  cardiac  enzymes  remained  normal.  Two  out 
of  three  blood  cultures  were  positive  for  Strepto- 
coccus viridans  (sensitive  to  penicillin),  and  a two- 
dimensional  echocardiogram  was  reported  as 
showing  vegetations  on  the  mitral  leaflets.  He  was 
treated  with  penicillin,  12  million  units  j)er  day 
and  gentamicin  80  mg  every  eight  hours,  but  he 
remained  weak,  intermittently  disoriented,  and 
febrile  to  103°F.  (39.6°C.)  rectally  over  the  next 
week.  Occasional  unifocal  ventricular  premature 
beats  were  controlled  initially  with  lidocaine  and 
subsequently  with  (juinidine.  Other  medications 
included  propranolol,  nifedipitie,  furosemide, 
and  potassium  chloride.  A repeat  two-dimen- 
sional echocardiogram  was  also  rej)orted  with 
large  vegetations  on  his  mitral  valve  and  a large 
pericarclial  effusion.  Pericardiocentesis  yielded 
400  cc  of  “grossly  bloody  and  j)urulent”  fluid  with 
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5400  white  blood  cells  (89  per  cent  polycytes  and 
1 1 per  cent  lymphocytes)  and  650,000  red  blood 
cells.  His  condition  did  not  improve  and  he  was 
transferred  to  this  hospital. 

The  past  medical  history  was  significant  for  a 
15-year  history  of  mild  hypertension  and 
rheumatoid  arthritis  managed  with  hydrochlor- 
thiazide  and  aspirin,  respectively.  There  was  no 
history  of  angina  pectoris,  myocardial  infarction, 
or  rheumatic  fever,  but  the  patient  had  been  told 
of  a heart  murmur.  He  quit  smoking  30  years 
previously  and  had  occasional  alcohol  use.  Two 
brothers  died  from  coronary  artery  disease. 

On  admission,  the  physical  examination  re- 
vealed a somnolent,  cachetic  white  male  in  mild 
respiratory  distress.  His  blood  pressure  was  120/ 
76  without  a pulsus  paradoxus,  the  rate  was  80 
and  regular;  respiratory  rate  was  20;  and  temper- 
ature was  101.8°  F.  (38.8°  C.)  rectally.  The  skin 
was  warm  and  dry.  There  were  no  oral  lesions  or 
conjunctival  hemorrhages.  The  chest  had  dif  fuse 
bibasilar  crackles.  Jugular  venous  pressure  was 
Judged  to  be  normal.  His  point  of  maximal  car- 
diac impulse  was  displaced  laterally.  While  the 
first  heart  sound  was  normal,  the  second  was 
diminished.  There  was  a harsh  grade  HI/\’I  sys- 
tolic ejection  murmur  loudest  at  the  apex  which 
radiated  to  the  carotid  arteries  and  axilla.  An  S3 
gallop  was  present;  no  pericardial  rub  was  heard. 
Carotid  upstrokes  were  brisk  without  bruits.  Fhe 
abdomen  was  soft  and  nontender,  and  there  was 
no  hepatosplenomegaly.  Extremities  were  with- 
out clubbing,  cyanosis,  edema,  Osier  nodes,  splin- 
ter hemorrhages,  or  petechiae.  Fhe  jiatient  was 
alert  and  oriented,  but  restless  and  somewhat 
agitated.  Fhe  neurological  examination  was  nor- 
mal. 

Fhe  laboratory  data  included  a hemoglobin  of 
12.6  gm/dL.  Fhe  white  blood  count  was  18,700 
with  91  per  cent  neutrophils,  3 jier  cent  lym- 
pohcytes,  and  6 percent  monocytes.  Fhe  jilatelet 
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count  was  normal.  The  sodium  was  125,  potas- 
sium 4.5,  chloride  91,  and  total  bicarbonate  26 
mEq/L.  The  blood  urea  nitrogen  was  35,  creati- 
nine 1.6,  and  glucose  162  mg/dL.  The  urinalysis 
revealed  a specific  gravity  of  1 .00 1 and  1 + blood, 
but  was  otherwise  normal.  Room  air  arterial 
blood  gasses  were:  pH  7.49,  p09  65,  and  pC02  30 
Torr.  Serum  glutamic  oxaloacetic  transaminase 
was  53,  serum  glutamic  pyruvic  transaminase  23, 
lactate  dehydrogenase  797,  alkaline  phosphatase 
144,  and  the  maximum  creatine  phosphokinase 
was  159  with  MB  fraction  of  20  1L7L.  Total  bili- 
rubin was  3.2,  direct  bilirubin  1.6,  calcium  8.7, 
phosphorus  3.0,  magnesium  1.8,  and  uric  acid 
7.5  mg/dL.  The  total  protein  was  7.2  and  albumin 
3.1  gm/dL.  The  thyroxine  level  was  9.1  mg/dL. 
The  Westergren  sedimentation  rate  was  6 1 mm/ 
hour.  The  chest  x-ray  study  showed  an  enlarged 
heart  with  perihilar  congestion  and  a left  pleural 
effusion.  The  electrocardiogram  revealed  sinus 
rhythm  with  normal  intervals  and  axis.  Left  ven- 
tricular hypertrophy  was  suggested  by  voltage. 
There  was  1-2  mm  ST  segment  depression  with 
flattened  T-waves  in  Leads  1,  11,  111,  A\T,  and 
V2-V6. 

The  patient’s  congestive  heart  failure  was  well 
controlled  during  the  early  days  of  his  hospital- 
ization, and  he  remained  afebrile  for  13  days  on 
penicillin  and  gentamicin.  On  the  second  hospital 
day,  he  developed  atrial  fibrillation  which  con- 
verted rapidly  to  sinus  rhythm  on  digoxin  and 
quinidine  therapy.  A cranial  computed  tomo- 
graphic scan  showed  a left  frontal  hypodense  re- 
gion consistent  with  a prior  infarct.  A lumbar 
puncture  yielded  clear  fluid  with  no  subsequent 
growth  of  bacteria.  The  initial  M-mode  echocar- 
diography was  technically  a poor  study,  and  a 
repeat  two-dimensional  echocardiogram  on  the 
sixth  day  showed  “thickening  of  the  anterior  mi- 
tral valve  leaflet”  and  “little  motion  of  the  pos- 
terior leaflet.”  The  aortic  valve  was  not  clearly 
seen.  A lung  scan  on  the  twelth  day  showed  left 
lower  lung  perfusion  defects;  the  ventilation  scan 
was  “somewhat  inadequate,”  and  pulmonary 
embolus  could  not  be  excluded. 

Cientamicin  was  discontinued  on  the  thirteenth 
day  of  treatment.  Three  days  later,  the  patient 
was  again  febrile  at  101.2°  L.  (38.4°  C.)  rectally. 
He  developed  progressive  renal  and  congestive 
heart  failure  and  expired. 


*Division  of  Cardiology,  Department  of  Medicine.  Rhode  Island 
Hospital 


Clinical  Discussion 

Robert  Capone,  MD*:  Important  clinical  features 
in  this  75-year-old  man  are  his  history  of  heart 
murmur  and  not  feeling  well  for  six  months  fol- 
lowing a dental  extraction.  During  the  few  days 
preceeding  his  admission  to  another  hospital,  he 
complained  of  chills,  nausea,  vomiting,  arthral- 
gia, chest  pain,  dizziness,  and  confusion,  follow- 
ing admission,  his  work-up  ruled  out  a myocar- 
dial infarction  because  cardiac  enzymes  were 
negative  although  his  electrocardiogram  re- 
vealed ST  segment  elevation.  A diagnosis  of  angi- 
na may  have  been  entertained  as  suggested  by  his 
treatment  with  propranolol  and  nifedipine. 
Additional  tests  at  the  other  hospital  included 
blood  cultures,  two  of  which  were  positive  for 
Streptococcus  viridans.  Two  echocardiograms  re- 
vealed vegetations  on  the  mitral  valve  leaflets 
although  the  aortic  valve  was  not  visualized.  A 
pericardial  effusion  was  tapped  and  found  to  be 
purulent.  He  w’as  treated  with  intravenous  peni- 
cillin and  gentamicin,  presumably  for  a diagnosis 
of  bacterial  endocarditis  (BE).  At  the  time  of  the 
transfer  to  this  hospital,  the  patient  was  somno- 
lent, short  of  breath,  and  febrile.  He  was  de- 
scribed as  cachectic,  suggesting  a long  illness. 
There  was  no  clinical  evidence  of  cardiac  tam- 
ponade. Echocardiograms  were  repeated,  and 
the  only  abnormality  was  a thickened  anterior 
mitral  valve  leaflet  with  no  pericardial  effusion. 
Vegetations  w ere  not  seen  on  the  mitral  valve.  On 
my  own  review  of  the  other  hospital’s  echocardio- 
grams, however,  I cannot  confirm  the  report  of 
mitral  valve  vegetation. 

The  examination  at  the  time  of  the  transfer 
revealed  no  peripheral  signs  of  bacterial  endocar- 
ditis. His  neurological  examination  was  unre- 
markable, but  a CT  scan  revealed  a frontal  lobe 
infarct,  a location  which  can  be  clinically  silent. 
His  cerebrospinal  fluid  analysis  was  normal,  a 
finding  of  limited  clinical  usefulness  because 
most  patients  with  BE  who  have  abnormal  neuro- 
logical status  have  normal  findings  at  lumbar 
puncture.  The  frontal  lobe  infarct  could  be  a 
result  of  septic  embolization  from  the  heart  or  an 
unrelated  consequence  of  cerebrovascular  dis- 
ease. 

Clearly  the  question  that  dominates  this  case  is 
whether  the  patient  had  BE.  The  only  positive 
physical  findings  were  the  fever  and  the  presence 
of  a loud  systolic  murmur.  Important  negative 
findings  include  the  absence  of  splenomegaly, 
splinter  hemorrhages,  Janeway  lesions, 
petechiae.  Osier  nodes,  and  Roth  spots  although 
they  are  often  absent  in  patients  with  a subacute 
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presentation.*  Laboratory  signs  of  BE  included  a 
mild  anemia,  microscopic  hematuria,  and  mild 
renal  failure.  While  these  are  not  specific,  they 
are  consistent  with  the  diagnosis.  The  electrocar- 
diogram showed  non-specific  ST  segment  and 
T-wave  changes  and  suggested  left  ventricular 
hypertrohpy.  The  chest  x-ray  film  revealed  car- 
diomegaly,  perihilar  congestion,  and  a left  pleu- 
ral effusion,  findings  compatible  with  left  ven- 
tricular dysfunction  of  any  etiology. 

The  most  important  features  of  this  case  de- 
serve more  discussion.  The  positive  blood  cul- 
tures do  not  necessarily  mean  bacterial  endocar- 
ditis. Assuming  that  they  are  not  due  to  skin  con- 
tamination, they  indicate  bacteremia,  but  this 
could  be  due  to  an  abscess  or  pneumonia.  Howev- 
er, the  organism  Streptococcus  viridans  is  a fre- 
quent although  declining  cause  of  bacterial 
endocarditis.^ 

The  presentee  of  a murmur  is  not  necessary  for 
the  diagnosis  of  bacterial  endocarditis.  Indeed  a 
murmur  is  not  present  in  10  per  cent  of  early 
cases  or  in  cases  where  an  organism  of  low  viru- 
lence is  involved.  “Significant”  murmurs  are  re- 
gurgitant. An  important  feature  of  BE  is  a chang- 
ing murmur,  especially  a new  murmur,  not  mere- 
ly a minor  change  in  intensity.  A changing  mur- 
mur is  found  in  16  per  cent  of  cases  and  most 
commonly  when  the  organism  is  Staphylococcus 
and  the  progression  of  the  disease  is  rapid. 

The  echocardiograms  show  left  atrial  enlarge- 
ment. The  left  ventricle  is  normal  in  size,  arguing 
against  major  mitral  reguritation.  I do  not  see  the 
vegetations  in  my  examination  of  the  tracing 
obtained  at  the  other  hospital.  An  echocardio- 
gram should  reveal  vegetation  larger  than  2 to  3 
mm  although  smaller  ones  may  be  missed.  The 
sensitivity  of  the  test  is  not  known.  According  to 
the  literature,  however,  vegetations  are  con- 
firmed at  autopsy  in  50  per  cent  of  patients  with 
bacterial  endocarditis  while  the  detection  rate  by 
echocardiography  may  be  as  low  as  13  per  cent.*^ 
This  suggests  that  the  test  is  not  very  sensitive  in 
detecting  this  complication  of  the  infectious 
process.'* 


Although  M-mode  and  2D  echocardiograms 
can  demonstrate  vegetations,  the  2D  process  is 
superior  to  the  M-mode  technique.  This  detec- 
tion by  non-invasive  techniques  is  important  be- 
cause detected  vegetations  appear  to  be  associ- 
ated with  a high  risk  of  embolization,  such  that 
some  have  recommended  surgery  when  vegeta- 
tions are  seen.**  It  is  also  important  to  note  that 
vegetations  have  been  demonstrated  to  disappear 
after  embolization.  Indeed,  the  patient  was  in- 


itially confused  and  dizzy,  and  a cranial  CT  scan 
showed  a left  frontal  lobe  infarct,  which  is  certain- 
ly consistent  with  an  embolic  event.  It  is  of  interest 
that  cerebral  emboli  can  be  found  in  approx- 
imately 30  per  cent  of  all  cases  of  BE.^ 

The  clinical  picture  is  most  consistent  with  an 
infectious  process.  The  patient  seemed  to  re- 
spond to  antibiotic  therapy.  He  probably  had 
bacterial  endocarditis  following  extraction  of  an 
abscessed  tooth.  The  mitral  valve  seems  to  have 
been  involved  and  perhaps  previously  damaged 
by  rheumatic  fever  or  mitral  valve  prolapse. 
While  the  aortic  valve  was  not  visualized  by  echo- 
cardiography, it  could  have  been  involved  as  well. 
The  other  diagnostic  possibilities  at  this  point  of 
the  discussion  include  an  atrial  myxoma  based  on 
the  findings  of  fever,  emboli,  immunologic  phe- 
nomena, weight  loss,  and  malaise.  In  fact,  an  in- 
fected myxoma  may  present  with  these  findings. 
A myxoma,  however,  is  unlikely  to  be  missed  on 
2D  echocardiograms.  Non-infective  endocarditis 
may  be  seen  in  patients  with  advanced  cancer 
(marantic  endocarditis)  or  with  connective  tissue 
disease  (Liebman-Sacks  endocarditis).  There  is 
nothing  in  this  case,  however,  to  suggest  these 
possibilities. 

Purulent  pericarditis  was  present.  It  usually 
results  from  an  adjacent  infection  such  as 
pneumonia,  but  can  occasionally  result  form 
hematogenous  seeding.  The  culture  of  the  peri- 
cardial fluid  was  negative,  but  it  was  tapped  sever- 
al days  after  antibiotics  were  begun.  Sixteen  to 
nineteen  per  cent  of  autopsy  series  of  bacterial 
endocarditis  have  purulent  pericarditis.®  This  is 
specially  true  when  the  infective  organism  is 
Staphylococcus.  Pericarditis  can  develop  by  several 
mechanisms:  valve  ring  extension  (usually  in  en- 
docarditis of  the  aortic  valve),  ruptured  ascend- 
ing aortic  myotic  aneurysm,  ruptured  myocardial 
abscess,  or  septic  coronary  artery  embolus.^  In  an 
autopsy  study  of  27  patients,  valve  ring  abscess 
has  been  found  to  have  a high  degree  of  associa- 
tion with  valvular  regurgitation  (especially  aor- 
tic), pericarditis,  and  advanced  atrioventricular 
block.®  Moreover,  non-purulent  pericarditis  may 
occur  in  BE  as  an  immunologic  phenomenon. 

Assuming  that  the  patient  had  BE  and  puru- 
lent pericarditis,  was  the  antibiotic  regimen 
adequate?  Penicillin  alone  for  four  weeks  is 
adequate  in  BE  caused  by  Streptococcus  viridans. 
Some  authors  have  suggested,  however,  that  two 
weeks  of  penicillin  therapy  plus  streptomycin  are 
sufficient.®  Eight  per  cent  oi  Streptococcus  viridans 
cases  are  {jyridoxine  deficient  and  must  be  treat- 
ed with  penicillin  and  streptomycin.**  Such  organ- 
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isms,  however,  fail  to  grow  in  the  usual  culture 
media  and  consequently  were  not  involved  here. 
The  gentamicin  was  appropriately  stopped  after 
two  weeks  because  of  progressive  renal  failure. 

Why  did  the  fever  recur  and  why  did  the  pa- 
tient’s condition  worsen  after  gentamicin  was  dis- 
continued? A drug  fever  seems  unlikely  because 
it  would  be  too  coincidental  and  does  not  explain 
the  patient’s  deterioration.  A myocardial  abscess 
is  a possibility,  but  there  was  nothing  else  to  sug- 
gest this,  such  as  a conduction  block.  Distant 
metastic  foci  may  be  a cause  of  recurrent  fever, 
but  occur  more  commonly  with  Staphylococcus  and 
than  with  Streptococcus  virklans.  Except  for  mildly 
abnormal  liver  tests,  there  was  nothing  to  suggest 
this.  A fourth  possibility  is  purulent  pericarditis, 
which  may  not  respond  to  antibiotics  and  may 
require  surgical  drainage.  When  all  possibilities 
are  considered,  a myocardial  abscess  seems  the 
most  likely  explanation  of  the  clinical  picture. 

Cardiac  catheterization  has  been  shown  to  be  a 
safe  procedure  in  this  situation,  and  in  experi- 
enced hands  it  woidd  he  unlikely  to  result  in  dis- 
lodging the  vegetations.  A simple  right-side 
catheterization  could  have  revealed  the  “V”  wave 
of  mitral  regurgitation,  but  not  the  anatomy  of 
the  mitral  or  aortic  valves.  A left  sided 
catheterization  would  have  shown  the  valves  and 
also  could  have  revealed  the  presence  of  an  aortic 
root  or  other  abscess. 

Clinical  Diagnosis 

Bacterial  endocarditis  with  alpha  hemolytic 
streptococcus  on  a previously  abnormal  valve 

Mitral  regurgitation  with  congestive  heart  failure 

Myocardial  or  metastic  abscess 

Purulent  pericarditis  secondary  to  endocarditis 
or  abscess 

Pathological  Discussion 

Leigh  Ann  Giannandrea,  MD*:  A postmortem 
examination  of  the  chest  and  abdomen  was  per- 
lormed  12  hours  after  death.  The  most  signifi- 
cant lindings  were  in  the  cardiovascular  system, 
(irossly,  the  heart  was  markedly  enlarged  (670 
gm)  with  left  ventricular  hypertrophy.  The  epi- 
cardial  surface  was  shaggy,  dull,  red-brown,  and 
hemorrhagic,  with  fibrinous  adhensions  corre- 
sponding to  acute  hemorrhagic  percarditis  with 
some  organization.  Upon  opening  the  heart, 
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there  was  four-chamber  dilatation.  The  aortic 
valve  was  severely  calcified  and  stenosed  with 
rupture  of  the  caudal  aspect  of  the  left  coronary 
leaflet.  This  perforation  w’as  continuous  with  a 
soft  brownish  area  in  the  underlying  left  free  wall 
of  the  myocardium.  This  corresponds  microscop- 
ically to  an  abscess  w hich  involved  the  entire  wall 
thickness  w ith  myonecrosis  and  some  ingrowth  of 
fibroblasts  (Fig  1).  The  aortic  valve  was  infiltrated 
by  polymorphonuclear  leukocytes  (Fig  2).  The 
mitral  valve  showed  some  nodular  intimal  thick- 
ening, the  largest  nodule  being  0.4  x 0.3  x 0.2  cm, 
but  no  active  inflammatory  changes.  Special 
stains  of  aortic  and  mitral  valves  and  abscess  for 
organisms  were  negative.  Postmortem  cultures  of 
heart  blood,  aortic  abscess,  and  lungs  grew  Kleb- 
siella. These  organisms  w^ere  felt  to  be  mostly 
likely  due  to  postmortem  bacterial  overgrowth, 
since  they  w'ere  different  from  the  antemortem 
culture  of  alpha  Streptococci.  There  w as  no  ana- 
tomic evidence  of  pneumonia. 

Concomitant  cardiovascular  findings  in  this 
patient,  together  with  the  active  infective  en- 
docarditis, included  coronary  arteriosclerotic  dis- 
ease with  a healing  myocardial  infarction  of  the 
left  ventricle,  characterized  by  focal  fibrosis,  in- 
growth of  capillaries,  and  hemosiderin-laden 
macrophages.  In  the  same  area  were  also  occa- 
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sional  extravasated  polymorphs  in  the  intersti- 
tium,  consistent  with  a recent  myocardial  infarc- 
tion ( 1 2-24  hours).  There  was  moderate  coronary 
atherosclerosis  with  occlusion  ranging  from  50  to 
70  per  cent  in  all  coronary  arteries.  Congestive 
heart  failure  with  massive  pleural  effusions  (1300 
ml  right;  400  ml  left),  pulmonary  edema,  and 
congestion  and  abdominal  visceral  congestion 
were  also  present.  Arteriosclerosis  and  arter- 
iolonephrosclerosis  were  seen  in  the  kidneys. 

Arnett  and  Roberts  studied  valve  ring  abscesses 
in  95  patients  with  active  infective  endocarditis 
and  27  of  these  had  valve  ring  abscesses  involving 
30  valves  (the  total  number  of  infective  valves 
being  128)‘*  In  the  vast  majority  of  patients,  the 
aortic  valve  alone  was  involved.  Differences  be- 
tween patients  with  and  without  ring  abscess  in- 
cluded the  short  duration  of  symptoms  leading  to 
severe  disability  (less  than  six  weeks),  presence  of 
valvular  regurgitation  of  recent  origin,  evidence 
of  pericarditis,  high  atrioventricular  block,  and 
involvement  of  the  aortic  valve.  Features  which 
did  not  show  any  difference  in  patients  with  and 
without  ring  abscess  included  age  and  sex,  condi- 
tions of  the  valves  prior  to  infection,  the  infecting 
organism,  and  the  presence  or  absence  of  antibi- 
otic therapy,  as  well  as  the  length  of  time  of  ther- 

In  summary,  this  75-year-old  retired  police- 
man had  severe  aortic  stenosis  and  active  infec- 
tive endocarditis  with  abscess  formation  causing 
perforation  of  the  left  coronarv  aortic  valve  cusp 
and  extending  into  the  underlying  myocardium 
of  the  left  free  wall.  There  were  healed  vegeta- 
tions of  the  mitral  valve.  The  mechanism  of  death 
was  myocardial  infarction  with  recent  extension. 


Anatomic  Diagnosis 

Aortic  stenosis,  severe: 

Infective  endocarditis,  aortic 
Ring  abscess,  aortic 
Arteriosclerotic  heart  disease 
Congestive  failure 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  • by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area; 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Serum  Iron  Studies  Compared  to 
Bone  Marrow  Iron  in  Patients  with 
Pernicious  Anemia 

Unless  Transferrin  Is  Less  Than  25  Per  Cent,  Bone  Marrow  Biopsy  Is  Essential 
to  Exclude  Iron  Deficiency 


Mark  J.  Fagan,  MD 
Tom  J.  Wachtel,  MD 


Pernicious  anemia  and  iron  deficiency  may  occur 
simultaneously.*  This  may  result  from  combined 
dietary  deficiencies,  the  inability  to  absorb  both 
iron  and  vitamin  B12,  or  from  gastrointestinal 
bleeding  in  a patient  with  pernicious  anemia. 
Since  patients  with  untreated  pernicious  amenia 
are  known  to  have  higher  than  normal  serum 
iron  levels  due  to  ineffective  erythropoiesis,  the 
diagnosis  of  concurrent  iron  deficiency  is 
difficult.'*  While  a transferrin  saturation  of  less 
than  16  per  cent  is  a good  predictor  of  the  ab- 
sence of  bone  marrow  iron  in  uncomplicated  iron 
deficiency,  in  pernicious  anemia  the  transferrin 
saturation  is  expected  to  be  higher  for  a given 
level  of  total  iron  stores.^  As  the  risk  of  gastric 
disease,  including  gastric  carcinoma,  is  increased 
in  patients  with  pernicious  anemia,^  the  evalua- 
tion of  iron  stores  is  necessary  to  identify  patients 
who  may  require  additional  gastrointestinal  stud- 
ies. Therefore,  we  determined  the  optimal  cutoff 
point  of  transferrin  saturation  in  patients  with 
untreated  pernicious  anemia. 

Methods 

Cases  of  pernicious  anemia  were  identified  bv 


Mark  J.  Fagan,  Ml),  is  Assistant  Physician,  Rhode 
Island  Hospital,  and  Instructor,  Brown  University 
Program  in  Medicine,  Providence,  Rhode  Island. 

Tom  J.  Wachtel,  MI),  is  Associate  Director,  Division  of 
General  Internal  Medicine,  Rhode  Island  Hospital, 
and  Assistant  Professor,  Brown  University  Program  in 
Medicine. 


reviewing  laboratory  records  for  positive  Schill- 
ing tests  at  Rhode  Island  Hospital  from  1978  to 
1982.  Of  97  identified  patients,  19  were  found 
who  had  both  bone  marrow  determination  of 
iron  stores  and  serum  iron  and  iron  binding 
capacity  measurements.  Iron  stores  were  evalu- 
ated in  the  hospital  laboratory  by  Prussian  blue 
stain  of  the  bone  marrow  aspirate  or  biopsy. 
None  of  the  19  study  patients  were  receiving  B12 
or  iron  therapy  at  the  time  of  the  bone  marrow 
examination  or  serum  iron  studies. 

Results 

Nine  patients  had  absent  bone  marrow  iron  and 
ten  had  at  least  traces  of  iron  stores.  For  the  iron 
deficient  group,  the  mean  transferrin  saturation 
was  34.7  per  cent  with  a range  of  3 to  90  per  cent. 
For  the  non-iron  deficient  group,  the  mean 
saturation  was  54.5  per  cent  with  a range  of  29  to 
85  per  cent.  Table  1 shows  the  correlation  of  low 
transferrin  saturation  (less  than  25  per  cent)  with 
absent  bone  marrow  iron.  Although  low  iron 
saturation  was  sjDecific  for  absent  bone  marrow 
iron,  it  was  quite  insensitive.  Four  of  the  nine  iron 
deficient  patients  had  transferrin  saturations 
ecjual  to  or  greater  than  25  per  cent. 

Fable  1 also  shows  the  correlation  of  mean 
corpuscular  volume  (MC\4  with  bone  marrow 
iron  stores.  While  a MCA'  level  of  less  than  100 
was  specific  for  iron  deficiency,  it  was  insensitive 
as  five  of  nine  iron  deficient  patients  showed  an 
MCA’  equal  to  or  gi eater  than  100. 

Discussion 

Our  residts  show  that  neithei  a transferrin 
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saturation  greater  than  25  per  cent  nor  an  MCV 
greater  than  100  rules  out  the  possibility  of  con- 
comitant iron  deficiency  in  a patient  with  untreat- 
ed pernicious  anemia.  Previous  studies  have 
shown  that  the  ineffective  erythropoiesis  of 
pernicious  anemia  causes  high  sertnn  iron  le\  els 
which  fall  rapidly  after  treatment  with  vitamin 
Our  results  show  than  in  pernicious  anemia 
high  serum  transferrin  saturation  may  occur  in 
the  face  of  absent  bone  marrow  iron. 

Conversely,  iron  deficiency  may  mask  the  mac- 
rocytosis  of  pernicious  anemia. ' Our  results  from 
this  small  grotip  of  patients  support  that  hypothe- 
sis as  four  of  the  nine  iron  deficient  patients  had 
mean  corpuscular  volumes  less  than  100.  The.se 
four  patients  had  transferrin  saturations  less  than 
25  per  cent.  Thtis  the  low  MC\'  does  not  contrib- 
ute to  the  diagnosis  of  iron  deficiency. 

Iron  deficiency  in  patients  with  pernicious  ane- 
mia, as  in  others,  mav  indicate  the  presence  of 
serious  underlying  disease  such  as  gastrointesti- 
nal malignant  disease.  Within  the  limitations  of 
our  small  sample  size,  concurrent  iron  deficiency 
may  be  diagnosed  without  bone  marrow  ex- 
amination in  the  sid)group  with  transferrin 
saturations  less  than  25  per  cent.  In  all  other 
untreated  patients  with  pernicious  anemia,  iron 
deficiency  cannot  be  excluded  without  a bone 
marrow  examination. 


Table  1.  — Correlation  of  transferrin  saturation  and 
MCV  with  bone  marrow  iron  in  patients  with  pernicious 
anemia. 


Tranferrin 

saturation' 

MCVt 

<25% 

>25% 

<100  >100 

Iron  absent  5 

4 

4 5 

Iron  present  0 

10 

1 9 

‘Sensitivity  = 55%,  specificity  = 

100%,  p<0.05  using  Fisher’s  exact 

test 

fSensitivity  = 44%,  specificity  = 90%,  p>0.1  using  Fisher's  exact 
test 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  POR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
It  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically  serum  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K'*'  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thromboc^openia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  couid  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscraslas 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  Insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A tew  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  resen/e  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function 
Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reacbons:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported  Impotence  has 
been  reported  in  a few  patients  on  Dyazide'.  although  a causal  relationship 
has  not  been  established 

Supplied.  Dyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (Intended  lor 
institubonal  use  only);  In  Pabent-Pak'”  unit-of-use  bottles  of  100 
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Aftera  nitrate, 
add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 


single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin.  ..for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOFRN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIIi 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISCDPTIN  (or  digitalis)  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
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Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia;  HR  < 50/min  (1,1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1,8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1 .6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnofence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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SAVINGS  PLAN, 


JUST  ASK  THE 
PEOPLE  AT 
GEORGIA-PACIFIC. 


“For  me,  buying 
Savings  Bonds  is  an 
efficient  way  to  save 
for  a rainy  day.” 

— Laura  Schafer 


“Savings  Bonds  allow 
me  to  put  some 
money  away  before  I 
get  a chance  to  spend 
it.” 

— Rick  Crews 


“Besides  being  a good 
investment  in  my 
country,  Bonds  help 
me  save  for  my  two 
daughters.” 

—Craig  Heimbigner 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 
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write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L5.  . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromai  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 
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In  Rhode  Island  HERPECIN-L  is  available  at  all  Adams, 
CVS  Drug  Stores  and  other  select  pharmacies. 
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MEDICARE/MEDICAID 
BLUE  CROSS  CLAIMS 

HMO  - CMP 

PROTECT  YOUR  INTERESTS! 

Call 

JOEL  D.  LANDRY.  JD 
(401)  421-1283 

Experienced  medical  lawyer 

Guest  speaker  - ’85  AMA  National 
State  Health  Legislative  Meeting 

Asst  Attorney  General,  ’75-’84 

JOEL  D.  LANDRY,  JD 

GENERAL  PRACTICE  OF  LAW 

A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
Providence,  Rhode  Island  02903 
(401)  421-1283 


There  must  be  a good  reason  why 

we’ve  become  the 


UNITED 

SURGICAL  CENTERS 


The  Pmfessionals  in 
Home  Health  Care  Eqiiipn\ei]( 


trusted  back-up 
resource  for  more 
Rhode  Island 


doctors  (and  their  patients) 

than  anyone  else. 


We  carryjust  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel- 
chairs. Walkers  and  Hospital  Beds,  we  re  here  to 
serv'e  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  ".  We  ve  been  doing  it  dependably 
for  many  years. 

That  s how  we  ve  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims 
Accepted  and  Processed. 


(401)  781-2166 

OPEN  DAILY  8 to  5:30  • SATURDAY  8 to  1 


380  WARWICK  AVE..  WARWICK  RI 02888 

At  the  Cranston/Warwick  City  Line 
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Pediatric  Ethic  Rounds:  An  Evaluation 


The  Impact  of  Ethics  Rounds  on  Clinical  Decision-Making  Is 
Worthy  of  Further  Exploration 


Rosalind  Ekman  Ladd,  PhD 
Edwin  N.  Forman,  MD 


Difficult  ethical  dilemmas  are  a continuing  aspect 
of  medical  practice,  and  offering  young  physi- 
cians-in-training  an  opportunity  to  think  sys- 
tematically about  these  issues  is  crucial  to  prepar- 
ing them  for  responsible  decision-making  and 
effective  communication  with  patients  and  col- 
leagues. While  medical  schools  include  academic 
courses  in  medical  ethics,  the  experiences  during 
the  clinical  years  of  residency  training  present 
actual  ethical  issues  with  an  urgency  that  makes 
participation  in  ethics  discussions  more  signifi- 
cant than  any  simulated  classroom  situation. 

For  this  reason,  the  Pediatric  Department  at 
Rhode  Island  Hospital  initiated  a series  of  ethics 
rounds  devoted  to  discussions  of  typical  prob- 
lematic cases.  Currently  in  their  seventh  year,  the 
ethics  rounds  are  led  by  a pediatric  oncologist  and 
a philosopher  with  training  in  moral  reasoning 
and  ethical  theory.  The  discussions  are  carefully 
structured.  Originally  organized  as  interdisci- 
plinary sessions,  they  were  attended  by  house 
staff,  medical  students,  attending  physicians 
(both  full-time  and  voluntary),  nurses,  social 
workers,  psychologists,  child  life  staff,  hospital 
school  teachers,  clergy,  parents,  and  occasionally, 
by  undergraduates  and  other  visitors.  Due  to 
growing  attendance,  scheduling  problems,  and 
room  size,  at  first  bi-monthly  and  then  monthly 
ethics  rounds  were  incorporated  into  the  resi- 


Rosalind  Ekman  Ladd,  PhD,  is  Professor  of  Philoso- 
phy, Wheaton  College,  Norton,  Massachusetts;  and 
Lecturer  in  Pediatrics,  Brown  University  Program  in 
Medicine,  Providence. 

Edwin  N.  Lorman,  MD,  is  Director  of  Pediatric  Hema- 
tology! Oncology,  Rhode  Island  Hospital;  and  Professor 
of  Pediatrics,  Brown  University  Program  in  Medicine, 
Providence. 


dents’  case  management  schedule.  Separate 
monthly  ethics  rounds  for  pediatric  nurses  were 
introduced  in  1984.  The  present  discussion  and 
evaluation  will  focus  on  the  impact  of  ethics 
rounds  on  pediatric  residents. 

Objectives 

Ethics  rounds  are  conceived  as  an  integral  part  of 
medical  education.  The  goals  are  to  train  physi- 
cians to: 

• recognize  ethical  aspects  of  clinical  decisions 
made  in  daily  practice 

• distinguish  facts  from  values 

• learn  to  reason  about  ethical  issues 

• recognize  faulty  reasoning 

• be  aware  of  both  the  pros  and  cons  of  an  issue 

• learn  the  philosophical  distinctions  and  vocab- 
ulary that  help  clarify  the  issues 

• recognize  one’s  own  and  others’  often  unstated 
assumptions. 

The  ultimate  objective  of  this  kind  of  program 
is  to  provide  better  patient  care  by  physicians  who 
have  already  examined  the  ethical  dimensions  of 
the  medical  decisions  in  which  they  will  be  partici- 
pating. It  offers  physicians-in-training  the  oppor- 
tunity for  what  John  Dewey  has  called  a “rehears- 
al in  the  imagination.”  The  aim  of  these  sessions  is 
neither  to  give  advice  on  particular  cases,  nor  to 
give  the  impression  that  any  one  physician  or 
philosopher  can  give  a single  definitive  answer  to 
an  ethical  question.  An  underlying  assumption  is 
that  we  live  in  a pluralistic  society,  and  that  plural- 
ism must  be  respected  by  both  individual  physi- 
cians and  patients.  Although  fallacious  reasoning 
should  never  be  acceptable,  there  may  well  be 
situations  where  any  one  of  several  possible  deci- 
sions are  morally  Justifiable.  Because  of  this, 
training  and  practice  in  thinking  clearly  about 
ethical  issues  is  more  important  than  seeking  the 
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“right”  answer. 


Method 

Each  ethics  round  focuses  on  a representative 
case,  sometimes  suggested  by  the  residents  as 
something  of  particular  concern  to  them,  some- 
times simulated  to  illustrate  a particular  kind  of 
issue,  sometimes  adapted  from  a medical  journal, 
and  occasionally  taken  from  a newspaper  report, 
as  in  the  widespread  publicity  concerning  the 
grafting  of  a baboon  heart  in  an  infant.  All  cases, 
unless  already  published,  are  either  hypothetical 
or  fictionalized,  to  avoid  complicating  the  discus- 
sion bv  feelings  of  defensiveness  about  recent 
past  decisions  or  anxiety  about  immediate,  unre- 
solved issues. 

The  case  planned  for  discussion  is  presented  in 
writing  (see  appendix),  together  with  a list  of 
suggested  questions.  The  written  summary  may 
also  include  some  relevant  philosophical  vocabu- 
lary and  a short  list  of  references. 

The  discussions  follow  the  Socratic  method. 
They  are  open  discussions  with  as  many  persons 
participating  as  possible  without  regard  to  status 
or  rank,  ft  is  the  role  of  the  leaders  to  ask  the  right 
cjuestions  at  the  right  time;  elicit  arguments  on 
both  sides  of  the  issue;  provide  concepts,  termi- 
nology, distinctions,  and  other  clarifications;  and 
facilitate  the  discussion.  In  the  Socratic  method 
individuals  teach  themselves  by  articulating  their 
own  ideas  and  by  asking  critical  questions  of 
themselves  and  others.  In  keeping  with  the  goals 
of  the  program,  participants  are  expected  to  use 
ethics  rounds  as  an  opportunity  to  practice  their 
own  reasoning  skills. 

Results 

The  success  of  ethics  rounds  can  be  measured  in 
two  ways:  by  attendance,  which  is  yoluntary,  and 
by  interviews  with  the  residents  at  the  end  of  the 
academic  year. 

Table  1 shows,  for  the  period  1978-1984,  the 
average  and  range  of  attendance  by  professional 


Table  1.  — Ethics  rounds  attendance 


Average 

Range 

Percentage 

per 

per 

of  Total 

Attendees 

Session 

Session 

on  Service 

Residents 

5.4 

2-10 

39 

Medical  students 

5.2 

2-10 

69 

Attending  physicians 

3.2 

2-8 

Non-physicians 

7.2 

2-15 

TOTAL 

21.0 

11-36 

Appendix 

Sample  Case:  Sterilization  of  Retarded  Youth.  A 
15-year-old  girl  was  brought  by  her  parents  for 
birth  control  after  an  incident  of  sexual  activity 
with  a classmate.  She  was  described  by  her  par- 
ents and  teachers  as  very  affectionate  and  seduc- 
tive. She  was  given  birth  control  pills  but  use  was 
discontinued  because  of  side  ef  fects.  Her  parents 
then  returned  with  her  to  request  a hyster- 
ectomy. 

She  also  sidfered  from  menorrhagia  and  was 
unable  to  manage  menstrual  hygiene  by  herself. 
Testing  showed  her  reasoning  and  judgment 
level  to  be  that  of  a five  or  six-year-old. 

If  sterilization  is  withheld  because  she  cannot 
give  voluntary  consent,  she  will  be  protected 
against  involuntary  sterilization  but  denied  pro- 
tection against  unwanted  pregnancy. 

— adapted  from  Perrin  JC,  Sands  CR,  Tinker 
DE,  et  al:  A considered  approach  to  steriliza- 
tion of  mentallv-retarded  vouth.  Am  J Dis 
Child  130(3):288-289,  Mar  1976. 

Questions 

1 . Legal  considerations  aside,  what  are  the  argu- 
ments in  favor  of  performing  sterilization 
(hysterectomy)  on  this  girl?  Arguments 
against? 

2.  Suppose  she  had  been  onlv  mildly  or  mod- 
erately retarded  and  has  expressed  a strong 
desire  to  have  children.  Do  people  have  the 
right  to  have  children?  Do  children  have  the 
right  to  he  born  to  parents  who  can  take  care 
of  them? 

3.  Suppose  she  bore  a child  of  normal  intelli- 
gence. Should  she  be  allowed  to  raise  the  child 
or  should  it  he  placed  with  a normal  foster 
family? 

4.  How  much  paternalism  (limitation  on  liberty 
for  the  patient’s  behalf)  is  justified  in  relation 
to  retarded  vouth?  What  rights  do  they  have 
which  should  limit  paternalism? 

5.  Should  decisions  about  sterilization  be  made 
on  the  same  principles  for  retarded  males  as 
for  retarded  females? 


grouping  and  the  percentage  of  residents  and 
medical  students  attending,  based  on  the  total 
number  on  service  at  the  hospital. 

Table  2 is  a summary  of  open-ended  interviews 
conducted  with  the  pediatric  residents  in  June 
1 983.  The  questions  focused  on  the  ways  in  which 
the  residents  found  ethics  rounds  to  be  helpful 
and  in  keeping  with  our  stated  goals.  It  did  not 
ask,  as  other  published  surveys  have  done,  about 
changes  in  attitude  or  opinion  since  that  is  not 
one  of  the  goals  of  the  program. 
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Table  2.  — Responses  to  evaluation  questionnaire 


Demographic  information 

Subjects: 

Total  surveyed:  29 
Total  eligible:  35 
Career  plans: 

Academic  medicine:  12 
Practice:  15 
Specialty:  14 
General  Pediatrics:  1 1 
Previous  exposure  to  bio-ethics: 

Yes:  19 
No:  9 

Medical  schools  should  offer  formal  ethics  training: 

Yes:  25 
No:  1 

Attended  ethics  rounds: 

One-two  times:  19 
Regularly  this  year:  7 
Regularly  this  year  and  last  year:  2 
Never:  2 

Reason  for  non-attendance: 

Never  heard  of  them:  2 
Scheduling  conflicts:  21 

Evaluation  of  ethics  rounds 

Topics  interesting: 

A little:  3 
A lot:  17 

Discussions  disappointing  or  frustrating: 

Yes:  17 
No:  7 

Discussions  helpful  in  clarifying  issues: 

No:  1 
A little:  1 1 
A lot:  1 1 

Feel  more  confident  in  discussing  ethical  issues  with  colleagues,  patients,  and  families: 

No:  8 
Yes:  16 

I think  more  about  ethical  issues  than  I used  to: 

Yes:  18 
No:  7 

I identify  more  issues  as  having  ethical  dimensions  than  I used  to: 

Yes:  18 
No:  4 

Impact  of  ethics  rounds  on  medical  team  at  Rhode  Island  Hospital 

None:  5 
Slight:  4 
Great  deal:  6 

Beyond  ethics  rounds 

In  favor  of  a hospital  ethics  committee  which  would: 

Be  available  for  consultation  on  specific  cases:  23 
Develop  general  hospital  policy:  5 
Have  a major  decision-making  role:  2 
Not  in  favor  of  hospital  ethics  committee:  4 
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Discussion 

It  is  likely  that  the  fairly  wide  variation  in  attend- 
ance, both  in  terms  of  numbers  and  consistency, 
was  in  large  part  due  to  the  choice  of  topic.  In- 
terest and  participation  have  been  high  when  a 
particular  issue  is  current,  as  in  the  1984  federal 
regulations  prohibiting  the  withdrawal  of  “life- 
saving” support  from  severely-deformed  infants, 
or  has  been  requested  by  staff,  as  in  the  problem 
of  blood  transfusions  for  children  of  Jehovah’s 
Witnesses.  A likely  explanation  for  lower  attend- 
ance in  some  instances  is  the  occurrence  of  medi- 
cal emergencies  on  the  wards  or  scheduling  con- 
Ilicts.  In  general,  however,  attendance  was  satis- 
factory. Progressive  increases  in  attendance  over 
the  years  reflect  the  growing  interest  and  concern 
about  ethical  issues. 

One  important  measure  of  interest  is  the  per- 
centage of  available  pediatric  residents  and 
medical  students  who  attend.  During  the  period 
1979-1982,  the  average  attendance  at  each  ses- 
sion was  approximately  36  per  cent  of  the  resi- 
dents and  60  per  cent  of  the  medical  students. 
Since  January  1983  these  percentages  have  in- 
creased to  approximately  49  per  cent  and  85  per 
cent  respectively. 

Some  of  the  expressed  frustration  with  ethics 
rounds  discussions  can  be  attributed  to  the  fact 


that  the  discussions  often  do  not  result  in  one 
single,  “satisfactory”  answer  to  the  questions. 
There  is  evidence,  however,  that  residents  feel 
the  need  for  more  help  in  resolving  ethical  issues 
than  they  have  received  in  the  past. 

Conclusion 

Ethics  rounds  were  conceived  as  an  effective  way 
of  helping  physicians-in-training  to  develop  the 
skills  necessary  for  competent  and  responsible 
decision-making  in  an  era  when  the  technology  of 
medicine  presents  increasingly  complex  moral 
choices.  Good  attendance  and  enthusiastic  partic- 
ipation over  its  seven-year  history  indicate  that 
this  type  of  case-oriented  ethics  conference  has 
achieved  acceptance  as  an  integral  part  of  the 
education  of  clinical-based  medical  students  and 
house  staff. 

The  results  of  a formal  questionnaire  corrobo- 
rate this  acceptance  and  demonstrate  a genuine 
need  for  continuing  discussions  of  this  character. 
Further  study  is  indicated  to  explore  how  ethics 
rounds  can  affect  actual  clinical  decision-making. 
The  format  as  described  here  is  one  that  could  be 
adapted  to  other  hospitals  and  be  effective  as  a 
mode  of  continuing  education  for  senior  staff  as 
well  as  for  students  and  residents. 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  ‘‘helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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“...a  smaller  firm 
paying  closer 
attention” 


^Siperstcin 
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• Present  physician  closing  office 
October,  1985 


• For  more  information  cail:  (401) 
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Controversies  in  the  Treatment  of 
Parkinson’s  Disease 


Carbidopa-Levodopa  Combination  Is  Effective  Therapy,  But  Not  Without 
Problems  and  Complications 


Joseph  Friedman,  MD 


In  a recent  survey  of  patients  enrolled  at  the 
Parkinson’s  Disease  Referral  and  information 
Center  of  Rhode  Island,  it  was  discovered  that  30 
per  cent  of  the  patients  do  not  have  neurological 
involvement  in  their  management.'  Of  the  re- 
maining 70  per  cent,  approximately  half  see  a 
neurologist  on  a consultative  basis  only.  Because 
only  35  per  cent  of  the  group  are  managed  by 
neurologists,  it  is  important  that  some  of  the 
issues  concerning  the  treatment  cd  Parkinson’s 
Disease  (PD)  be  raised  in  a general  clinical  Jour- 
nal. With  the  exception  of  pediatricians,  all  physi- 
cians will  have  PD  patients  in  their  practices  at 
some  time. 

Physiology  and  L-DOPA  Therapy 

Parkinson’s  Disease  is  a degenerative  disease  of 
the  brain  af  fecting  approximately  one  per  cent  (jf 
the  white  American  jiopulation  over  the  age  of  (35 
years. The  prevalence  is  signif  icantly  less  among 
American  blacks.  Fhere  are  multiple  biochemical 
abnormalities  in  this  disease,  but  the  most  striking 
ahnormality  and  pharmacologically  the  most  rel- 
evant is  a deficiency  of  tlojjamine  (DA)  caused  by 
the  death  of  dopaminergic  neurons  in  the  sub- 
stantia nigra. 

Fhe  treatment  of  early  PD  appears  to  be 
straightforward  and  is  discussed  in  standard  text- 
books of  internal  medicine  and  neurology,  fhere 
is  no  question  that  L-D()P.\  is  the  most  potent 
drug  for  the  illness.  Fhe  most  effective  wav  to 


Joseph  Friedman,  MI),  is  Chief  of  \enrology,  Roger 
Williams  General  Hospital,  Rrovidenre,  and  Assistant 
Professor  of  Medicine,  Brown  L’niversity  Program  in 
Medicine 


give  L-DOPA  is  in  conjunction  with  carbidopa,  a 
peripheral  amine  decarboxylase  inhibitor.  Ckirbi- 
dopa  does  not  cross  the  blood  brain  barrier  and 
has  virtually  no  side-effects.  It  prevents  L-DOPA 
from  being  metabolized  to  DA  outside  the  central 
nervous  system,  allowing  higher  levels  of  L- 
DOPA  to  reach  the  brain  without  causing  the 
peripheral  effects  of  DA.  The  combination  drug 
is  marketed  as  Sinemet,®  available  in  ratios  of  1 :4 
and  1;1()  of  carbidopa  to  L-DOPA.  Long-term 
use  of  L-DOPA  (or  Sinemet®)  is  associated  with  a 
greater  than  50  per  cent  incidence  of  drug 
complications.®  The  basic  biochemical  mechan- 
isms and  treatment  of  these  problems  are  not 
clear  and  have  been  the  subject  of  intense  clinical 
research  interest.^  ' 

The  most  common  problems  associated  with 
long  term  L-DOPA  therapy  are  loss  of  efficacy, 
dyskinesias,  and  variable  response,  fhe  loss  of 
efficacy  refers  to  a type  of  tachyphylaxis  that  de- 
velops over  a period  of  years.  While  initially  the 
patient  maintains  a good  response  to  a low  dose  of 
Sinemet®  for  four  to  six  hours,  gradually  the 
doses  must  be  moved  closer  together  because  the 
duration  of  the  beneficial  effect  shortens.  Soon 
the  dosage  is  increased,  but  at  the  higher  dosage 
the  j)atient  f re(|uently  develops  a choreoathetoid 
movement  disordei  (dyskinesia).  Fhe  vai  iable  re- 
sponse refers  to  the  un])redictable  reaction  to 
each  L-D()P.\  dose,  witli  periods  of  good  re- 
sj)onse  and  periods  of  little  or  no  response.  “On- 
off’  oi  “yo-yoing,”  refers  to  sudden  changes  in 
status  from  good  mobility  to  stif  f ness  or  vice  ver- 
sa, unrelated  to  the  drug  schedule.  Other  com- 
j)lications  include  hallucinations,  jjersonalitv 
changes,  arthostatic  hypotension,  and  myoclo- 
nus. 

In  this  j)aper,  we  shall  discuss  three  con- 
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troversies  related  to  the  management  of  Parkin- 
son’s Disease:  (1)  Can  the  side-effects  be  mini- 
mized by  initiating  the  use  of  Sinemet®  late  in  the 
disease,  thus  avoiding  its  early  use?  If  so,  is  the 
early  lack  of  aggressive  treatment  worth  the  de- 
layed benefit?  (2)  Is  the  complication  severity  and 
rate  affected  by  the  L-DOPA  dose?  Can  side- 
effects  be  minimized  by  low  doses?  Is  this  benefit 
worthwhile?  and  (3)  Is  a “drug  holiday”  effective 
for  treatment  of  L-DOPA  complications? 

Length  of  Treatment 

The  differing  opinions  over  timing  of  the  start  of 
L-DOPA  treatment  date  back  to  a 1979  paper  of 
Lesser  in  which  it  was  asserted  that  much  of  the 
disability  in  long-term  PD  sufferers  was  due  to 
the  duration  of  L-DOPA  use,  and  not  simply  a 
progression  of  their  disease.*^  One  hundred  thir- 
ty-one patients  with  idiopathic  PD  were  retro- 
spectively analyzed  for  severity  of  Parkinsonian 
signs  as  well  as  disability  in  activities  of  dailv  life. 
Two  groups,  matched  for  the  severity  of  disease 
at  initial  presentation  to  a neurologist  and  also 
matched  for  duration  of  L-DOPA  use  were  com- 
pared. The  researchers  concluded  that  “those 
maintained  on  L-DOPA  for  longer  periods  were 
found  to  be  more  deteriorated  in  activities  of 
daily  life  scores  and  to  have  clinically  more  ad- 
vanced disease.”  Moreover,  chorea,  dystonia, 
wearing  off,  on-off,  and  other  complications  of 
L-DOPA  treatment  increased  in  frequency  with 
the  duration  of  L-DOPA  use  rather  than  with  the 
severity  of  the  underlying  Parkinson’s  Disease. 

Markham  and  Diamond  challenged  this  con- 
clusion in  a study  of  58  patients  divided  into  three 
groups  by  the  chronicity  of  their  disease  before 
starting  L-DOPA  (1-3  years,  4-6  years,  and  7-9 
years).  T hey  found  that  disability  was  a function 
of  the  duration  of  disease  and  not  duration  of 
L-DOPA  use.  It  also  was  found  that  side-effects  of 
medication  were  not  related  to  duration  of  treat- 
ment. T hey  noted,  however,  that  their  patients 
had  fewer  side-effects  than  did  the  subjects  of 
most  other  investigators.^ 

Why  the  difference?  Different  scoring  systems 
for  evaluating  patients  were  used.  In  one  study, 
data  were  collected  from  the  notes  of  six  neurol- 
ogists and  then  compared,  while  the  other  study 
collected  longitudinal  data  from  only  two  neu- 
rologists.^’ ^ The  incidence  of  drug  complications 
was  considerably  different  in  the  two  groups.  The 
patients  of  Markham  and  Diamond  had  more 
severe  PD  than  did  those  of  Lesser.  The  two 
groups,  each  studied  retrospectively,  shared 
different  characteristics  and  were  rated  in  dif- 


ferent ways. 

Are  these  restilts  significant?  Since  it  has  been 
clearly  demonstrated  that  L-DOPA  does  not  re- 
tard progression  of  the  disease,  the  drug  is  ad- 
ministered purely  for  symptomatic  relief.  While 
the  issue  is  not  crucial,  it  is  important  as  most 
patients  will  be  taking  the  medication  for  the  re- 
mainder of  their  lives.  If  duration  of  use  is  a 
major  determinant  of  clinical  fiuctuations  and 
loss  of  efficacy,  then  clearly  it  is  advantageous  to 
delay  therapy.  If  it  is  not  a factor,  then  delaying 
the  use  of  L-DOPA  deprives  patients  of  optimal 
functioning  at  the  onset  of  their  disease  when 
they  are  younger  and  stronger.  Fahn  notes  in  an 
informal  survey  of  neurologists,  including  those 
who  advocate  “early”  use,  that  not  one  uses  L- 
DOPA  at  the  initial  diagnosis,  but  only  when  dis- 
ability requires  its  administration."’ 

Determination  of  Dosage 

The  question  of  how  to  establish  a “proper”  dos- 
age of  Sinemet®  also  does  not  have  a clear  solu- 
tion. Just  as  there  is  a difference  of  opinion  over 
when  to  start  L-DOPA,  based  on  the  question  of 
long-term  consequence  of  the  drug,  so  is  there 
also  a question  as  to  whether  total  L-DOPA  dos- 
age determines  drug  complications.  The  ex- 
tremes of  prescribing  practices  vary  from  the 
minimal  dose  concept  to  the  “optimization”  con- 
cept of  giving  enough  L-DOPA  to  cause  minimal 
toxicity,  then  reducing  the  dosage  slightly.'^ 

Complications  of  drug  therapy  have  been 
found  to  be  less  common  in  Great  Britain  than  in 
the  United  States.  As  British  physicians  use  less 
L-DOPA  than  do  their  American  counterparts, 
this  result  has  been  attributed  to  the  different 
dosage  regimens.  A prospective  study  by  Lee  and 
Stern  following  44  previously  untreated  patients 
for  three  years  on  a “mini-dose”  of  Sinemet®  (50 
mg  of  carbidopa  and  500  mg  of  levodopa)."'’ 
Their  results  were  then  compared  to  those 
obtained  retrospectively  from  a matched  group 
on  high  dose  L-DOPA.  Both  groups  showed  a 
similar  decline  in  therapeutic  efficacy  with  time, 
with  the  higher  dose  group  showing  better  im- 
provement at  all  times.  The  end  of  dosage  de- 
terioration was  similar,  but  dyskinesia,  on-off, 
and  psychiatric  complications  were  considerably 
higher  in  the  higher  dosage  group.  The  re- 
trospective analysis  and  the  uncontrolled  nature 
of  this  study  make  the  results  problematic.  No 
controlled  study  has  been  reported  comparing 
low  versus  high  dose  administration  of  Sinemet.® 
Most  patients  prefer  to  have  dyskinesias  than  to 
be  stiff,  but  all  find  the  other  complications  to  be 
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intolerable. 

Question  of  Drug  Holiday 

Considerably  more  has  been  written  about  the 
theory  of  the  drug  holiday  than  about  its 
efficacy.*'*  In  general  PD  patients  have  an  in- 
creased number  (up  regulation)  of  DA  receptors 
due  to  chronic  DA  deficiency.*  ’ This  is  known  as 
a “supersensitive  state.”  L-DOPA  causes  an  in- 
crease in  DA  supply  and  consequently  a decrease 
in  DA  receptors.  Presumably  this  eventually 
causes  a blunted  response  to  the  DA  which  is 
present.  Theoretically,  the  drug  holiday  reestab- 
lishes the  “supersensitive  state.”  This  is  accom- 
plished by  discontinuing  the  L-DOPA,  causing  a 
renewed  DA  deficiency  followed  by  “up  regula- 
tion” of  the  receptors.  In  practice,  the  Sinemet®  is 
tapered  and  then  stopped  for  a one-to-two  week 
period. 

In  a retrospective  study,  nine  selected  patients 
were  taken  off  L-DOPA  for  four  to  twenty-one 
days.**’  The  selection  process  was  not  discussed. 
All  nine  patients  were  improved  after  the  holi- 
day, two  on  higher  doses  of  L-DOPA  than  before 
the  holiday  and  one  without  dosage  change.  Af- 
ter one  year  only  four  patients  maintained  im- 
provement on  the  post-holiday  lower  dose  while 
three  worsened,  but  not  to  the  same  level  as  in  the 
pre-holiday  period. 

A prospective  study  of  sixteen  patients  in- 
cluded six  patients  with  a loss  of  response  to 
Sinemet®  and  ten  with  drug  complications.*' 
They  were  administered  a half  dose  for  “several 
days,”  then  removed  from  the  drug  for  five  to 
seven  days.  They  were  then  reinstituted  on  half 
of  their  previous  dosage  of  Sinemet.®  Eleven 
patients  improved  on  the  lower  dose,  while  five 
did  not.  A one-year  follow-up  study,  which  did 
not  include  two  non-responders,  found  a con- 
tinuous decline  in  the  level  of  functioning.  Two 
of  the  eleven  responders  were  readmitted  after 
one  year  for  a second  drug  holiday.  Of  six  graded 
measures  of  Parkinsonism,  a statistically  signifi- 
cant benefit  was  maintained  in  only  one  category, 
namely  rigidity.  A reduction  in  the  toxic  effects  of 
Sinemet®  was  not  achieved  over  the  course  of  the 
year  except  for  hallucinations  which  were  cured 
in  four  of  six  subjects. 

The  most  recently  published  report  on  the 
efficacy  of  the  drug  holiday  was  a follow-up  study 


of  twenty-four  patients.*®  This  group  had  a total 
of  thirty-one  holidays  (one  patient  had  three  holi- 
days and  five  patients  had  two).  They  were  taken 
off  all  dopamine  agonists  for  seven  to  fourteen 
days  before  reinstitution  of  therapy  and  followed 
for  more  than  a year.  Only  two  patients  showed 
no  response  when  reinstituted  on  half  of  their 
pre-holiday  dosage.  Fourteen  had  an  initial  re- 
sponse, but  returned  to  pre-holiday  status  within 
six  months.  Six  patients,  twenty-five  per  cent  of 
the  total  population,  maintained  a good  response 
for  more  than  a year.  Three  of  these  maintained 
moderate  to  marked  improvement  for  more  than 
two  years.  Only  one  patient  had  a drug  holiday 
complication,  namely  thrombophlebitis.  All  of 
the  patients  required  hospitalization  and  were 
virtually  helpless,  requiring  total  assistance.  In  an 
as  yet  unpublished  study,  38  drug-holiday  pa- 
tients were  followed  for  more  than  a year  and 
showed  no  sustained  improvement,  while  they 
suffered  a higher  rate  of  pneumonia  and  throm- 
bophlebitis than  did  non-holiday  controls.*** 

Conclusion 

Clinical  experience  and  the  literature  suggest 
that  L-DOPA  complications  probably  occur  more 
frequently  in  patients  who  have  had  longer  expo- 
sure to  the  drug  and  in  greater  dosage.  The  judi- 
cious use  of  Sinemet®  is  advocated  with  its  initia- 
tion delayed  as  long  as  possible  and  the  smallest 
dose  necessary  to  make  the  patient  comfortable. 
Treatment  must  be  individualized.  The  needs  of 
a 45-year-old  patient  with  Parkinson’s  Disease  are 
different  than  those  of  a 75-year-old.  The  young- 
er patient  ultimately  will  be  taking  the  drug  long- 
er, and  therefore  is  most  at  risk  for  long-term 
complications.  Such  a patient,  however,  may  well 
have  a career  and  a family  and  therefore  may 
require  optimal  treatment  early.  The  patient,  the 
family,  and  the  physician  must  all  have  a clear 
understanding  of  how  the  short-term  benefits  of 
L-DOPA  administration  compare  to  the  long- 
term risks. 

Drug  holidays  have  not  been  shown  to  be  effec- 
tive for  the  majority  of  patients  and  are  potential- 
ly hazardous.*^  ’ Holidays  should  be  initiated  only 
by  physicians  experienced  in  managing  Parkin- 
son’s Disease  and  then  only  in  an  inpatient  set- 
ting. 
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Home  Care  in  a Hectic  Environment 

All  Components  of  the  Health  Care  Complex  Are  Faced  with  Conglomeration 

H.  Denman  Scott,  MD 
John  T.  Tierney 


It  is  generally  agreed  in  the  United  States  that 
every  person  should  have  access  to  health  care  in 
the  proper  setting,  whether  it  be  in  the  home,  the 
hospital,  or  a nursing  care  facility.  It  is  also  public 
policy  that,  since  health  facilities  are  very  expen- 
sive, their  development  and  use  require  control. 
Two  mechanisms  of  control  are  known  by  their 
initials,  CON  and  DRG. 

CON  and  DRG 

CON,  or  certificate-of-need,  is  a federally-man- 
dated,  state-run  program  that  controls  the 
amount  of  capital  infused  into  the  health  care 
system.  One  result  has  been  a limitation  on  the 
number  of  hospital  and  nursing  home  beds  that 
can  be  constructed  in  the  state. 

The  DRG,  or  diagnosis-related-group,  is  a 
mechanism  under  the  Medicare  program  for 
controlling  the  use  of  the  hospital  bed.  In  the 
past,  hospital  care  was  paid  for  by  the  day,  and 
each  service  and  proceclure  were  retrospectively 
reimbursed.  The  cost  of  the  admission  was  not 
known  ahead  of  time.  Under  the  DRG  system, 
there  are  468  diagnostic  categories  and  each  one 
has  its  own  fixed  price.  Care  becomes  priced  by 
the  illness  and  not  by  the  day.  If  the  cost  of  a 
hospital  admission  exceeds  the  price  authorized, 
the  hospital  must  absorb  the  loss.  If  the  hospital 
cost  is  less  than  the  authorized  price,  the  hospital 
retains  the  difference.  Unlike  the  j^revious  cost 


Based  on  a speech  presented  .\pril  3.  198.5  at  the  .Vnniial  Meeting  of 
the  X'isiting  Nurses  .Association  of  Providettce,  Cranston,  johtiston. 
and  North  f’rovidence. 


//.  Denman  Scott,  MD,  is  Director,  Rhode  Island 
Department  of  Health,  Providence. 

John  T.  Tierney,  is  Deputy  Director,  Rhode  Island 
Department  oj  Health,  Providence. 


reimbursement  system,  the  prospective  payment 
system  provides  strong  incentives  to  limit  hospital 
use.  Thus  a major  contradiction  in  American 
health  policy  emerges.  Since  the  patient  is  forced 
out  of  the  hospital,  and  the  number  of  nursing 
home  beds  is  limited,  the  only  bed  available  to  the 
patient  is  at  home.  While  federal  and  state  agen- 
cies fund  hospitals  and  nursing  homes  reasonably 
well,  they  refuse  to  finance  adequately  home 
health  services,  often  the  most  desirable  and  eco- 
nomical kind  of  care. 

Lack  of  coordination 

Another  major  factor  which  distorts  the  delivery 
of  medical  care  is  the  lack  of  coordination  of 
financing  mechanisms.  For  the  elderly  patient. 
Medicare  pays  for  hospital  care  but  virtually 
nothing  for  nursing  home  care,  while  Medicaid 
pays  for  nursing  home  care  and  not  hospital  care. 
Both  hospital  and  nursing  home  beds  are  reason- 
ably funded  by  both  systems.  Both  the  Medicare 
and  Medicaid  programs  discriminate  against 
home  health  services  in  a different  way.  Medicare 
controls  quantity,  ie,  the  number  of  visits  reim- 
bursed, and  Medicaid  controls  price,  ie,  the 
amount  paid  for  each  visit. 

Why  do  I address  the  labyrinthine  and  some- 
what esoteric  area  of  health  financing  at  your 
annual  meeting?  Because  I believe  that  if  they  are 
to  survive,  home  health  agencies  must  change  the 
way  they  do  business.  1 am  not  implying  minor 
modifications  of  the  current  structure.  I believe 
that  major,  perhaps  unprecedented,  innovations 
must  be  considered. 

The  Advent  of  Conglomerates 
I should  like  to  leave  home  health  serxices  aside 
for  a moment  and  discuss  other  developments  in 
the  delivery  of  health  services.  Within  the  past 
two  months,  1 have  either  heard  or  read  about  a 
radical  restructuring  of  the  health  serx  ices  deliv- 
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ery  system  from  three  sources.  In  summary  form, 
it  is  contended  that  by  1995  there  will  be  30  or 
fewer  gigantic  conglomerates  providing  the 
medical  needs  of  the  entire  US  population.  This 
contrasts  with  the  current  situation  of  approx- 
imately 300,000  hospitals,  insurance  plans,  pre- 
paid practices,  medical  groups,  and  solo  prac- 
tices. Who  is  espousing  this  mind-boggling 
theory? 

At  the  Brown  University  and  Providence  Journal 
seminar  on  health  care  held  in  March  1985,  one 
of  the  featured  speakers  was  Senator  David 
Durenberger  (R,  MN),  chairman  of  the  subcom- 
mittee on  health  of  the  Senate  Finance  Commit- 
tee. I was  fortunate  to  be  a part  of  that  program 
and  had  the  opportunity  to  sit  next  to  the  senator 
at  lunch.  During  our  conversation,  he  asked  me 
about  the  travel  time  from  Providence  to  Boston. 
Upon  learning  that  it  was  about  an  hour,  he  won- 
dered why  Rhode  Island  should  have  a medical 
school  when  there  were  four  medical  schools  an 
hour  away.  Moreover,  he  suggested  Rhode  Is- 
landers should  obtain  their  medical  care  from 
Boston.  With  30  conglomerates  providing  medi- 
cal care,  he  felt  we  might  be  in  this  situation  in  the 
future. 

The  next  time  1 read  about  medical  care  con- 
glomerates was  in  the  March  1,  1985  issue  of 
American  Medical  Xews.  There  was  an  article  in 
that  issue  concerning  Doctor  Paul  Elwood,  Jr., 
president  of  Interstudy,  a highly-respected 
health  foundation  in  Minneapolis.  Elwood  is  well- 
known  for  developing  the  framework  of  health 
maintenance  organizations  during  the  late  1960s. 
He  was  also  responsible  for  coining  the  phrase, 
preferred  provider  organization  (PPO).  A PPG  is 
an  organization  of  physicians  and  hospitals  who 
agree  to  sell  their  services  to  an  employer  at  a 
discount  — by  as  much  as  20  per  cent. 

Elwood  believes  that  by  1995  there  will  be  only 
20  medical  care  conglomerates  in  the  Lhiited 
States.  He  speculated  that  these  will  include  three 
commercial  insurers,  two  Blue  Cross  and  Blue 
Shield  plans  (instead  of  the  current  90),  two  non- 
profit hospital  groups,  two  proprietary  chains 
such  as  Hospital  Corporation  of  America  or 
Humana  Corporation,  one  Kaiser  plan,  two 
health  maintenance  organizations,  two  academic 
medical  centers,  two  multi-specialty  groups,  and 
three  others,  “perhaps  a Sears,  Roebuck  or  some- 
thing along  that  line.” 

The  third  source  of  my  information  on  con- 
glomerates also  comes  from  the  March  15,  1985 
edition  ot  American  Medical  Xews,  which  featured 
Steve  Morris,  the  controversial  president  of  Sam- 


Cor  Hospital  Corporation  of  Phoenix.  Morris 
built  Sam-Cor  from  a 220-bed  hospital  to  a non- 
profit, multi-hospital  powerhouse  that  controls 
one-quarter  of  the  medical  market  in  the  Phoenix 
area.  With  7,000  employees,  it  is  the  fourth 
largest  employer  in  Arizona,  and  it  operates  with 
an  annual  budget  of  $425  million.  Morris  believes 
that  in  the  future,  government  and  big  business 
will  not  want  to  deal  with  a cottage  industry. 
Rather  a total  package  of  medical  care  will  be 
sought,  and  only  national  networks  of  providers 
will  be  able  to  compete. 

The  medical  work  of  tomorrow,  Morris  con- 
tends, will  see  ten  or  twelve  giant  medical  cor- 
porations replacing  the  7,000  hospitals  now  in 
existence.  The  bywords  will  be  bigness,  consolida- 
tions, and  competition.  To  survive,  non-profit 
facilities  will  have  to  act  like  proprietary  ones. 
The  reason  is  that  proprietary  institutions  have 
access  to  capital  by  issuing  stock.  Non-profit  facil- 
ities, however,  are  losing  their  primary  access  to 
capital,  tax-exempt  bonds,  and  are  finding  it 
much  more  difficult  to  raise  the  vast  sums  needed 
via  fund-raising  drives. 

Just  recently  the  Hospital  Corporation  of 
America  and  the  nation’s  largest  medical  supply 
house,  American  Hospital  Supply,  announced 
their  planned  merger.  The  combined  market 
value  will  be  $6.6  billion.  The  liberal  Urban  Insti- 
tute noted:  “It  is  an  economically  sensible  thing  to 
do.”  Doctor  Karen  Davis  of  Johns  Hopkins  Uni- 
versity and  former  senior  Carter  administration 
official  said,  “If  they  own  their  own  supplies,  they 
can  get  them  at  lower  prices.”  Hospital  Corpora- 
tion of  America  owns  or  operates  422  acute  care 
hospitals  as  well  as  1 7 per  cent  of  Beverly  Enter- 
prises, the  largest  nursing  home  chain.  The  com- 
pany is  also  planning  to  buy  its  own  health  insur- 
ance company.  This  event  gives  credibility  to  the 
seemingly  wild  predictions  of  Elwood  et  al. 

Sale  of  Non-Profit  Hospitals  to  Hospital  Chains 

I should  now  like  to  discuss  another  unusual  in- 
gredient in  the  national  trend.  This  is  the  idea  of  a 
venerable  teaching  hospital  being  sold  to  a for- 
profit  hospital  chain.  An  event  of  this  sort  in  the 
past  was  unthinkable.  W’hile  not  commonplace, 
such  mergers  are  happening  more  frequently. 
Among  teaching  hospitals  acquired  by  chains  are 
St.  Joseph’s  Hospital  in  Omaha,  Wesley  Medical 
Center  in  Wichita,  and  Presbyterian  Hospital  in 
Oklahoma  City.  At  least  two  chains  are  bidding 
on  George  Washington  University  Hospital  in 
Washington,  DC.  A little  closer  to  home,  con- 
siderable controversy  terminated  the  negotia- 
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dons  between  the  Massachusetts  General  Hospi- 
tal and  a proprietary  chain  for  the  sale  of  McLean 
Hospital. 

What  is  happening  to  cause  these  unprec- 
edented developments?  Perhaps  the  most  impor- 
tant factor  is  a phenomenon  called  vertical  in- 
tegration. To  deliver  high  quality  medical  care  at 
a reasonable  price,  the  sponsoring  organization 
must  have  control  of  the  components  needed  to 
provide  a full  range  of  care.  The  organization 
cannot  afford  to  negotiate  and  deal  with  a legion 
of  different  providers,  each  with  its  own  goals 
and  agendas.  The  corporation  must  also  be  able 
to  move  patients  to  the  part  of  the  system  that  is 
most  appropriate  for  their  needs.  As  a result,  the 
independent  hospital,  nursing  home,  pharmacy, 
home  health  agency,  and  physician  have  no  func- 
tion in  a vertically-integrated  system. 

The  other  way  of  organizing  is  called  horizon- 
tal integration.  In  this  form  each  type  of  health 
services  joins  together  in  a corporate  structure 
with  hospitals,  nursing  homes,  home  health  agen- 
cies, and  similar  entities  organizing  separately. 
Many  observers  believe  that  this  configuration 
will  be  relatively  transient. 

Fate  of  Research,  Teaching,  and 
Care  of  the  Indigent 

Now  why  would  a teaching  hospital  sell  itself  to  a 
proprietary  chain?  The  teaching  hospital  wants 
the  for-profit  chains  because  of  easy  access  to 
capital  and  the  for-profits  want  the  teaching  hos- 
pital for  their  tertiary  care  capability  in  order  to 
anchor  the  “vertically  integrated”  regional  health 
care  system. 

The  deal  that  typically  is  consummated  consists 
of  a negotiated  price  for  the  hospital.  The  for- 
profit  chains  are  not  interested  in  teaching,  re- 
search, or  the  care  of  the  indigent.  The  money 
from  the  sale  is  used  to  set  up  a trust  fund,  the 
interest  from  which  is  used  for  medical  educa- 
tion, research,  and  indigent  care.  There  is  usually 
a provision  in  the  sales  contract  permitting  the 
hospital  to  buy  itself  back  from  the  for-profit 
corporation.  How  much  is  a hospital  worth? 
American  Medical  International  bought  St. 
Joseph’s  Hospital  with  419  beds  and  St.  }osej)h’s 


Center  for  Mental  Health  with  121  beds  for  $100 
million.  The  Hospital  Corporation  of  America 
has  signed  a letter  of  intent  with  Wesley  Medical 
Center  of  Wichita,  a 760-bed  hospital,  for  $200 
million.  Typically,  while  the  medical  school  funds 
the  teaching  program,  the  corporation  places 
three  of  its  representatives  on  a board  of  1 3 direc- 
tors. 

A recent  survey  of  the  nation’s  hospitals  re- 
garding “the  planning  of  significant  changes  in 
the  delivery  patterns  of  hospital  services”  was 
published  in  a recent  issue  of  Hospitals.  More  than 
75  per  cent  of  the  responding  hospitals  planned 
to  add  or  expand  home  health  services.  This 
activity  was  the  primary  focus  of  all  services  to  be 
added  or  expanded.  Other  items  on  the  list  in- 
cluded ambulatory  surgery,  PPOs,  health  promo- 
tion, outpatient  diagnostic  services,  HMOs,  car- 
diac rehabilitation,  oncology,  general  rehabilita- 
tion, and  substance  abuse. 

Significance  for  Rhode  Island 

What  do  these  national  trends  mean  for  home 
health  services  in  Rhode  Island?  To  think  we  will 
escape  these  trends  is  not  realistic.  While  it  is  true 
that  Rhode  Island  was  about  a decade  late  in 
HMO  development,  the  state  is  now  catching  up. 
There  may  be  a lag,  but  w'e  shall  surely  have  to 
respond  soon  to  these  powerful  outside  forces. 

Based  on  these  trends,  the  options  for  home 
health  agencies  include:  1 ) to  organize  into  a hori- 
zontal structure,  and  incur  the  danger  of  resisting 
national  trends;  2)  to  maintain  the  status  quo, 
which  most  of  them  cannot  aff  ord  to  do  for  very 
long;  3)  to  begin  the  process  of  vertical  integra- 
tion by  adding  services,  merging  into  a hospital, 
or  both;  and  4)  to  offer  a line  of  business  that  is 
lucrative  and  can  be  used  to  subsidize  the  home 
health  part  of  the  program. 

The  primary  issue  is  service  to  the  community. 
Your  agency  has  served  us  nobly  and  will  con- 
tinue to  do  so,  I am  sure.  I doubt  that  you  or  the 
other  agencies  in  the  state  will  look  the  same  in 
five  years.  I hope  that  whatever  emerges  will  pro- 
vide you  with  the  financial  and  organizational 
stability  needed  to  expand  and  augment  your 
capacity. 


7.T  Davis  .Street 

Providence.  Rhode  Island  02908 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians — in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis. This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue. 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 

800  '621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 

coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

I am  a member  of  my  county  medical  society. 

Name 
Street 

City State Zip 

County 
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LETTER  TO  THE  EDITOR 


I 

I HMOs  and  the  Quality  of  Care 

1 

I' 

‘j 

ii 

,1 

I; 

j I am  writing  in  reply  to  Doctor  Herbert  Rakatan- 
li  sky’s  President’s  Page  in  the  July  1985  issue  of  the 

I Rhode  Island  Medical  Journal  titled  “The  Private 

Physician  and  the  Public  Health.’’  His  comments 
regarding  changing  health  care  patterns  have 
stimulated  me  to  respond  in  my  capacity  as  the 
Medical  Director  of  the  Ocean  State  Physicians 
j Health  Plan. 

I All  physicians  should  be  for  the  delivery  of 

high  quality  individual  care.  However,  medicine 
cannot  be  practiced  as  it  has  been  for  the  past  20 
, to  30  years,  especially  under  the  guise  of  quality 
of  care.  The  federal  government,  various  third 
party  payers,  and  industry  which  pays  much  of 
the  bill  will  not  allow  this  to  continue. 

In  an  attempt  to  reduce  cost  a host  of  “controls” 
have  been  introduced  through  the  DRGs  by 
Medicare,  second  opinions  by  various  third  party 
insurers,  and  the  various  risk-sharing  co- 
insurance  plans  provided  for  employees  by  their 
, employers.  Everyone  must  be  sensitive  to  these 
changes  and  must  take  a new  look  at  the  way  we 
traditionally  practice  medicine.  Physicians  must 
ask,  do  patients  requiring  surgery  on  an  elective 

(basis  need  to  be  in  the  hospital  the  night  before? 
Is  custodial  care  in  the  hospital  for  antibiotic  ther- 
apy, diagnostic  procedures  such  as  sonogram, 
CAT  scan,  and  arteriogramjustify  their  use  in  the 
same  patient  in  virtually  every  diagnostic  work- 
up? We  also  have  an  obligation  to  teach  house 
officers  and  medical  students  that  they  too  have  a 
responsibility  for  controlling  health  costs,  and  that 
unnecessary  tests  obtained  under  the  guise  of 
“academia”  or  for  “teaching  purposes”  are  ill 
advised  or  not  indicated.  Finally  the  way  we  prac- 
tice in  our  office  is  no  longer  sacrosanct.  I he 
frequency  of  visits,  the  number  of  tests  per  visit, 
the  diagnostic  procedures  performed  must  be 
scrutinized.  We  cannot  hide  behind  the  veil  of  the 


doctor-patient  relationship.  We  must  accept  the 
judgment  of  our  peers,  or  our  non-peers  may 
judge  us  both  inappropriately  and  unfairly. 

We  should  accept  alternative  health  care  deliv- 
ery systems,  “HMOs,”  for  what  they  are,  orga- 
nizations concerned  with  the  quality  of  care,  but 
also  committed  to  contain  health  care  costs,  since 
it  is  the  latter  that  will  affect  us  all  in  our  ability  to 
remain  professionally  independent  and  produc- 
tive. However,  cost  containment  is  a two-way 
street,  and  patients  must  also  be  educated  con- 
cerning health  care  costs.  They  cannot  choose  to 
go  to  the  emergency  room  when  the  doctor’s 
office  is  appropriate.  They  cannot  extend  hospi- 
tal stays  for  convenience  when  not  medically  indi- 
cated. They  must  become  an  active  partner  in  the 
new  medicine,  and  we  must  contribute  to  their 
education  and  influence  their  decisions. 

As  Doctor  Rakatansky  mentioned,  Rhode  Is- 
land is  “behind  the  times.”  There  are  no  proprie- 
tary hospitals  in  the  state,  no  hospitals  have 
closed,  the  competition  among  hospitals  and 
among  physicians  is  minimal.  We  still  have  the 
opportunity  to  maintain  what  has  been  a high 
quality  of  traditional  medical  care.  No  patient 
should  be  denied  appropriate  diagnostic  or  ther- 
apeutic procedures  because  of  cost,  but  the  na- 
ture and  number  of  these  procedures  must  be 
carefully  chosen  and  pass  critical  peer  review. 

It  is  with  this  in  mind  that  Ocean  State  Physi- 
cian Health  Plan  stands  ready  to  provide  high 
quality,  individual  care  while  maintaining  a pri- 
vate doctor/patient  relationship,  and  allow  for 
peer  review  in  determining  the  appropriateness 
and  cost  of  medical  care. 

Joseph  A.  Chazan,  MI) 

Medical  Director 

Ocean  State  Physicians  Health  Plan 
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(continued  from  page  435) 
smoking  than  those  with  rich  professional  and 
personal  prospects.  For  the  disadvantaged, 
physicians’  advice,  offered  patiently  and  under- 
standably, may  be  particularly  useful  in  helping 
people  stop  smoking. 

Controlled  studies  of  the  effect  of  physicians’ 
advice  against  smoking  have  shown  that  over  5 
per  cent  of  patients  receiving  such  advice  achieve 
long-term  abstinence.^  When  applied  to  Rhode 
Island’s  smokers,  this  could  mean  12,000  or  more 
quitters  every  year  who  remain  abstainers.  With 
cietermined  physician  involvement,  smoking 
rates  in  our  state  could  be  halved  before  the  year 
2000,  independent  of  all  other  public  health 
efforts  against  smoking.  This  would  be  a grand 
achievement. 

Having  spent  almost  a decade  in  the  office 
practice  of  internal  medicine,  I know  how  frus- 
trating it  can  be  to  offer  advice  which  many  pa- 
tients ignore  repeatedly.  1 often  asked  whether  it 
was  worth  the  time  and  effort  when  the  yield  was 
so  low.  From  a public  health  perspective  it  is  un- 
questionably an  important  investment.  I believe 
the  upcoming  conference  will  provide  you  with 
ideas  and  suggestions  which  will  lead  more  peo- 
ple away  from  cigarettes.  Please  come  and  bring 
with  you  a sense  that  we  can  convince  our  patients 
as  we  have  convinced  ourselves  that  the  devastat- 
ing morbidity  and  mortality  attendant  to  smoking 
is  outrageous  and  need  not  be  tolerated. 


References 

' Waters  WJ.  Kaplan  SR,  Buechner  JS:  Special  Report.  The  Per- 
ceived Needs  of  Rhode  Island  Physicians  Concerning  Patient 
Education  Programs.  Rhode  Island  Medical  Journal  68(6):  281, 
1985. 

‘ Pacific  Mutual  Life  Insurance  Company.  Health  Maintenance.  Pa- 
cific Mutual  Life  Insurance  Company,  conducted  by  Louis  Harris 
and  .\ssociates,  Inc.  November  1978. 

* U.S.  Department  of  Health  and  Human  Services:  The  Health 
Consequences  of  Smoking.  Chronic  Obstructive  Lung  Disease. 
Report  of  the  Surgeon  General.  DHHS  Pub.  (PHS)  84-50205. 
Washington.  D.C.:  Government  Printing  Office,  1984. 

■'  Buechner  )S,  Perry  DR,  Scott  HD,  Lreedman  BE,  Tierney  JT, 
Waters  W) : Smoking  Behavior  .Among  Rhode  Island  Physicians, 
1963-1983.  Paper  Submitted  to  .American  Journal  of  Public 
Health. 

^ Russell  M.AH,  Wilson  C,  Taylor  C,  Baker  CD:  Effect  of  General 
Practitioners  .Advice  .Against  Smoking.  British  Medical  Journal 
2(6184):231-235,  1979. 


H.  Denman  Scott,  M.D.,  M.P.H. 
Director 

Rhode  Island  Department  of  Health 


Statement  of  Ownership,  Management  and 
Circulation 

(Act  of  August  12,  1970:  Section  3685,  Title  39, 
United  States  Code) 

1.  Title  of  Publication  ; Rhode  Island  Medical  Journal 

2.  Date  of  Filing:  October  1,  1985 

3.  Frequency  of  issue:  Monthly 

4.  Location  of  known  office  of  publication:  106 
Francis  St.,  Providence  Countv,  Rhode  Island 
02903 

5.  Location  of  headquarters  or  general  business 
offices  of  the  publishers:  106  Francis  St.,  Provi- 
dence, R.I.  02903 

6.  Names  and  addresses  of  publisher,  editor  and 
managing  editor: 

Publisher:  Rhode  Island  Medical  Society,  106 

Francis  St.,  Providence,  R.I.  02903 

Editor:  Seebert  J.  Goldowsky,  M.D.,  106  Francis 

St.,  Providence,  R.I.  02903 

Managitig Editor:  WendyJ.  Smith,  106  Francis  St., 

Providence,  R.I.  02903 

7.  Owner:  Rhode  Island  Medical  Society,  106  Francis 
St.,  Providence,  R.I.  02903 

8.  Known  bondholders,  mortgagees,  and  other 
securitv  holder  owning  1 percenter  more  of  total 
amount  of  bonds,  mortgages  or  other  securities: 
None 

9.  For  completion  by  nonprofit  organizations  autho- 
rized to  mail  at  special  rates 

The  purpose,  function,  and  nonprofit  status  of 
this  organization  and  the  exempt  status  for 
Federal  income  tax  purposes  have  not  changed 
during  preceding  12  months 

10.  Extent  and  nature  of  circulation 


Total  no.  of  copies 

■Average 
copies  of 
issue  during 
preceding 
l2  months 

■Actual  no. 
of  copies 
published 
nearest  to 
filing  date 

(Set  press  run) 

B.  Paid  circulation 

1.  Sales  through  dealers 
and  carriers,  street 
vendors  and  counter 
sales 

2,022 

1,806 

1.  Mail  subscription 

1,474 

1 ,558 

C.  Total  paid  circulation 

D.  Eree  distribution  bv  mail. 

1,474 

1,558 

carrier,  or  other  means 

0 

0 

E.  Total  distribution 

1,474 

1,474 

F.  Copies  not  distributed 

548 

248 

G.  Total 

2,022 

1,806 

11.  I certify  that  the  statements  made  by  me  above  are 
correct  and  complete. 

\V.  J.  Smith 

Managing  Editor 


470 


Rhode  Island  Medical  Journal 
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Colon  and  Rectal  Surgery 


by  Marvin  L.  Gorman, 

784  pages  (with  illiis.), 

Philadelphia,  J.  P.  Lippincott  Company,  1984 

Belatedly  we  are  reviewing  this  excellent  text  on  a 
subject  of  continuing  interest  to  surgeons  every- 
where. Doctor  Gorman,  familiar  to  many  Rhode 
Islanders,  was  educated  and  trained  in  Boston, 
married  a Rhode  Islander,  and  served  with  great 
distinction  on  the  staff  of  the  Lahey  Clinic  in 
Boston,  before  moving  on  to  California,  where  he 
is  a member  of  the  Sansum  Medical  Clinic  in 
Santa  Barbara. 

One  is  first  impressed  by  the  elegance  of  the 
make-up  and  typography.  The  hand-drawn  illus- 
trations and  photographs,  especially  the  colored 
ones,  are  equally  impressive. 

The  text  is  divided  into  seventeen  chapters  on 
evaluation,  diagnosis,  and  surgical  techniques. 
Included  are  discussions  on  hemorrhoids;  such 
other  colo-rectal  problems  as  anal  fissure,  rectal 
prolapse,  and  anal  stenosis  and  anoplasty;  poly- 
poid disease;  carcinoma  of  the  colon  and  rectum; 
malignant  tumors  of  the  anal  canal;  diverticular 
disease;  non-inOammatory  bowel  disease;  intes- 
tinal stomas;  and  miscellaneous  colon  and  rectal 
conditions. 

The  how-to  sections  are  graphic  and  useful. 
The  newer  modalities  such  as  colonoscopy  and 
computed  tomography  are  well  covered.  The 
procedure  of  rubber-ring  legation  of  hemor- 
rhoids is  beautifully  illustrated.  Surgical  jiatholo- 


gy,  both  gross  and  microscopic  is  well-covered 
with  good  reproductions. 

The  surgical  procedures  are  clearly  and 
graphically  depicted  in  step-by-step  fashion.  The 
section  on  stomas  in  particularly  useful,  as  it 
treats  a group  of  problems  troublesome  to  all 
surgeons  involved  in  these  disciplines.  The  over- 
all documentation  is  massive,  providing  a work 
that  will  doubtless  be  mined  for  a long  time  by 
many  writers  on  these  subjects  and  will  be  espe- 
cially useful  to  those  in  training. 

The  overall  excellence  of  this  book  leaves  little 
room  for  criticism.  It  is  a text  useful  quite  gener- 
ally to  practicing  surgeons,  surgical  residents, 
and  medical  students  alike.  We  have  learned  that 
both  a second  printing  and  a second  edition  of 
this  tome  are  underway.  This  intelligence  con- 
firms our  high  opinion  of  this  comprehensive 
work. 

It  has  recently  been  announced  that  this  text 
was  selected  as  the  winner  in  the  physicians  cate- 
gory of  the  1985  American  Medical  Writers  Asso- 
ciation Medical  Book  Awards  competition.  The 
award  will  be  made  at  the  AMWA  Annual  Con- 
ference in  Montreal  in  November. 


Seebert  J.  Coldowsky,  Ml)  H 


October,  1985 
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You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussui-DAC^ 

Each  5 ml  (1  teaspoonful)  contains: 


Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP  10  mg 


(Warning:  May  be  habit  forming) 
Alcohol  1 .4  percent 


Pharmaceutical  Division 


Richmond.  Virginia  23261-6609 
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New  * 

Mof lin 800i^ 

ibuprofen 


The  Upjohn  Company 
Kalamazoo.  Michigan  49001  USA 


if  1985  The  Upiofin  Co»tip«iv 


Consider  the 
causative  organisms... 


250-mg  Pulvules*^  t.i.d. 

offers  effectiveness  againsf 
fhe  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicMIin-resistant) 


Briel  Summary  Consult  tha  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor'  icelaclor.  Lilly)  is  indicated  in  the 
treatment  ot  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microoiganisms 
lower  resDiralofy  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  {Diplococcuspneumoniaei.Haefnoph 
ilus  ln^luen^ae  and  S pyopenes  (group  A beia-hemolyiic 
sitepiococcii 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  ot  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contiaindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN  SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Cklor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  us  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  ClostnOium  Oitticile  is  one 
primanr  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


meni  should  include  sigmoidoscopy,  appropriate  bacieriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
ot  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C Oilficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  shouliJ  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ot 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  it  supeiinlection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  iianslusion  cross-matching  procedures  when  aniiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  ot 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  ot  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehling  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  majumum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well  controlled  studies  m pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  ot  human  response,  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursing  Mothers  ~ Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  ot  single  500-mg  doses 
Average  levels  were  0 18.  0 20, 0 21 . and  0 16  mcg/ml  at  two. 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
delected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usa^  in  Children  - Safely  and  effectiveness  ol  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  ate  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  It  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarefy 

Hypersensilwty  reactions  have  been  reported  in  about  1 5 
percent  ol  patients  and  include  morbiliform  eruptions  |1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ot  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  ol  therapy  and  subside  within  a lew  days 
after  cessation  ot  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ol  the  syndrome 

Cases  ot  anaphylaxis  have  been  reported,  half  ot  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Olhet  effects  considered  related  to  therapy  included 
eosinophilia  |1  in  50  patients)  and  genual  pruritus  or  vaginitis 
(less  than  1 in  tOO  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ot  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  jl  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  It  in  4qi 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  aonormal  urinalysis  Hess  than  1 in  200) 

(061782RI 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  pemciltin-allergic  patients 
F*eniciliin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  ot  streptococcal  infections,  including  the  prophylaxis 
ot  rheumatic  lever  See  prescribing  information 
G1984.  ELI  LILLY  AND  COMPANY 


Additional  information  avai/aOfe  fo 
the  profession  on  leguesi  from 
Ell  Lilly  and  Company. 

Indianapolis  Indiana  46285 
Ell  Uty  (■evslries.  lie 
Carolina.  Puerto  Rico  00630 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"" 


highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . .provides  sieep  with 
no  rebound  effect  to  agitate  the 
patient  the  foiiowing  day  A A 


Psychiatrist 

California 


•i  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (tiurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

tiurazepam  HCI/Rache  @ 

sleep  that  satisfies 


15-mg/30-mg 

capsules 
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DALMANE" 

tiurazepam  HCI/Roche® 

Before  prescribing,  please  consult  complete  product 
intormotion,  o summary  ot  which  tollows: 

Indications:  Etfective  In  all  types  ot  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
dofa  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tiurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  ossocioted  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  tiurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  ogoinst  hazordous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  at  performance  of 
such  activities  moy  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  odministering  to  oddicfion-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  ond/or  atoxia  Consider 
potential  odditive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  functicn 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness, 
staggering,  ataxia  ond  tolling  hove  occurred  particulorly  in 
elderly  or  debilitated  potients  Severe  sedation,  lethorgy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heortburn,  upset  stomach,  nauseo,  vomiting,  diorrhea,  con- 
stipotion,  Gl  pain,  nervousness,  tolkativeness,  opprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  ond  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia  granulocytopenio,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  tointness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rosh.  dry 
mouth,  bitter  taste,  excessive  solivotion,  onorexio,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  holluci- 
notions,  and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  olkaline  phosphotase,  ond  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individuolize  for  moximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  potients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  tiurazepam 
HCI 
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FOR  SLEEP 

After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  yoL/Ve satisfied  by  the  exceptionally 
wide  margin  of  safety  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  af  product  information  on  reverse  side 
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CT  scan  taken  one  year  after  the 
occurrence  of  a “benign”  head 
trauma  — see  page  503. 


CONTRIBUTIONS 

Case  Record:  Rhode  Island  Hospital 


Indications  for  CT  Scanning  in  Benign  Head  Trauma  ^ 


507  IgD  Myeloma  with  Plasma  Cell  Leukemia 


475 

489 

491 


NEWSLETTER 
EDITORIAL 
PRESIDENT’S  PAGE 
HAVE  YOU  HEARD?  . . . 


513 


SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 

FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties  we  have  computerized  in  the  local  area  are: 


General  Surgery 
Pediatrics 

Obstetrics  & Gynecology 
Cardiovascular  & 
Thoracic  Surgery 


Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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BOARD  OF  MEDICAL  REVIEW  SHOULD  STRENGTHEN 
ITS  OPERATING  PROGEDURES,  HOUSE  SAYS 

The  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  recently  approved  a posi- 
tion statement  calling  on  the  Board  of 
Medical  Review  to  "strengthen  its  internal 
operating  procedures  to  insure  that  all 
matters  are  presented  in  a timely  manner 
to  protect  the  interests  of  both  physicians 
and  patients."  The  Board  is  the  state 
agency  empowered  to  discipline  physicians, 
including  revocation  of  license. 

The  position  statement  also  supports  the 
concept  of  "innovative  legislation"  to 
improve  the  overall  structure  and  function- 
ing of  the  Board  and  encourages  closer 
liaison  between  the  Board  and  the  peer 
review  committees  of  the  Society. 

In  other  actions  at  its  September  12  meet- 
ing, the  House: 

• approved  a proposed  1986  budget  and 
set  1986  membership  dues  at  $300  for 
the  third  consecutive  year 

• approved  establishment  of  a peer  review 
committee  to  monitor  the  impact  of  third 
party  payers  on  patient  care.  The  com- 
mittee, to  be  headed  by  Dr  Boyd  Peter 
King,  will  be  charged  with  monitoring 
the  collective  impact  of  diagnosis- 
related  groups  and  other  limitations 
imposed  by  third  party  payers,  including 
Medicare,  Blue  Cross  & Blue  Shield  of 
Rhode  Island,  Rhode  Island  Group  Health 
Association,  and  Ocean  State  Physicians 
Health  Plan. 

• authorized  creation  of  a peer  review 
committee  on  the  competency  of  physi- 
cians. To  be  chaired  by  Dr  William  S. 
Klutz,  this  committee  will  consist  of 
members  from  the  district  societies  and 
a broad  range  of  specialties,  and  will 
be  charged  with  assisting  physicians 
whose  practices  fall  outside  accepted 
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HOUSE  OF  DELEGATES  MEETING  (continued) 
standards . 

• received  a report  from  Dr  Kenneth  E. 
Liffmann,  Chairman  of  the  Board  of  Di- 
rectors of  the  Joint  Underwriting 
Association  (JUA)  concerning  the  rate 
hike  approved  by  the  Department  of  Busi- 
ness Regulation  (DBR) . In  addition  to 
granting  a 49.3  per  cent  increase  for 
the  $1  million/$3  million  coverage 
carried  by  85  per  cent  of  the  state's 
physicians,  the  JUA  also  was  directed 

to  develop  a means  of  experience  rating 
physicians  and  to  impose  a surcharge  on 
all  policies  issued  or  renewed  in  1986. 
The  Department  also  asked  the  JUA  to 
recommend  legislative  proposals  to  ad- 
dress the  liability  crisis. 

• approved  plans  for  the  1986  Annual  Meet- 
ing to  be  held  Friday,  May  30,  at  the 
Biltmore  Plaza  Hotel,  Providence. 


"NO-FAULT"  APPROACH  TO  MEDICAL  LIABILITY 
CRISIS  PROPOSED 

There  are  four  basic  deficiencies  in  the 
medical  malpractice  liability  system, 
Jeffrey  O'Connell,  Professor  of  Law,  Uni- 
versity of  Virginia  Law  School  told  the 
House  of  Delegates  at  its  September  12 
meeting.  First,  the  liability  of  the 
health  care  provider  must  be  demonstrated, 
often  in  the  face  of  conflicting  evidence 
and  testimony,  before  an  injured  person 
can  be  compensated.  Second,  unlike  other 
insured  events,  the  amount  of  the  award 
is  greatly  influenced  by  subjective 
judgments.  If  the  concept  of  "pain  and 
suffering"  were  applied  to  life  insurance, 
O'Connell  told  the  House,  a widow  could 
obtain  a larger  settlement  by  maintaining 
that  her  husband's  death  was  especially 
grievous.  Third,  despite  the  fact  that 
the  amount  of  future  medical  expenses 
may  be  unknown,  most  awards  are  granted 
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MALPRACTICE  CRISIS  (continued) 

in  lump  sums.  Finally,  in  most  jurisdic- 
tions, including  Rhode  Island,  the  plain- 
tiff is  not  required  to  reveal  pajnnents 
from  such  collateral  sources  as  health 
insurance,  workers’  compensation  insurance, 
and  sick  pay,  and  may  collect  more  than 
once  for  the  same  injury. 

Emphasizing  that  the  tort  system  stems  from 
outdated  19th  century  legal  concepts, 
O’Connell  outlined  two  potential  solutions 
for  the  assembled  delegates.  The  first  is 
a bill  before  Congress  introduced  by  Repre- 
sentatives Henson  Moore  (R. , Louisiana) 
and  Richard  Gephardt  (D.,  Missouri). 

Drafted  by  O’Connell,  the  Moore-Gephardt 
bill  would  apply  a modified  "no-fault" 
approach  to  patient  care  paid  for  by  the 
federal  government.  These  patients  in- 
clude Medicare  beneficiaries,  Medicaid 
recipients,  military  personnel,  veterans, 
and  federal  employees.  The  Alternative 
Medical  Liability  Act,  as  the  bill  is 
formally  known,  would  allow  the  provider  to 
offer  a settlement  within  six  months  of  the 
occurrence  of  the  alleged  incident.  The 
settlement  is  to  include  payment  for  such 
"net  economic  losses"  as  out-of-pocket 
expenses,  reasonable  legal  charges,  the 
costs  of  medical  care,  lost  wages,  and  re- 
habilitation expenses.  Once  the  offer  had 
been  made,  the  patient  would  forfeit  all 
rights  to  judicial  review  except  to  dispute 
the  appropriateness  of  the  settlement  on 
economic  grounds.  There  would  be  no  pro- 
vision for  punitive  damages  or  awards 
for  "pain  and  suffering." 

If  no  settlement  offer  is  made,  the  case 
would  be  adjudicated  under  the  current  tort 
system.  The  patient  would  have  full  access 
to  the  courts  and  could  seek  punitive  damages 
in  addition  to  an  award  for  economic  losses. 
While  an  earlier  version  of  the  bill  trans- 
ferred the  burden  of  proof  to  the  defendant, 
the  current  proposal  leaves  it  with  the 
plaintiff . 

The  bill  gives  individual  states  the 
option  of  establishing  their  own  liability 
systems  as  long  as  the  federal  criteria 
are  satisfied.  Only  those  states  which 
had  not  acted  by  January  1,  1988  would  be 
subject  to  its  provisions. 


MALPRACTICE  CRISIS  (continued)  ■ 

Another  potential  solution,  according  to  ■ 
O’Connell,  has  already  proven  effective  as  I 
a means  of  handling  sports-related  injuries^ 
in  high  school  athletic  programs. 

Essentially  bypassing  the  tort  system  al- 
together, the  system  establishes  a con- 
tractual arrangement  between  the  school 
district  and  the  insurance  company  under 
which  the  injured  student  becomes  a "third 
party  beneficiary."  The  contract  stipu- 
lates that  if  a student  is  catastrophically 
injured,  the  insurance  company  will  guar- 
antee to  the  school  that  it  will  tender 
a settlement  offer  covering  medical  and 
rehabilitation  expenses  and  lost  wages 
if  the  student  forfeits  his  right  to  sue. 

Noting  that  the  system  has  been  used  suc- 
cessfully 11  times  in  the  past  two  years 
for  catastrophic  athletic  injuries, 

O’Connell  suggested  that  a similar  ap- 
proach could  be  applied  to  medical  liabil- 
ity cases  without  a legislative  dismant- 
ling of  the  tort  system. 

COUNCIL  HEARS  ABOUT  CANADIAN  PROGRAM 

Physicians  with  unacceptable  practice  pat- 
terns can  be  identified  and  educated, 
according  to  Dr  Ronald  G.  McAuley,  Acting 
Chairman,  Department  of  Family  Practice, 
McMaster  University  Medical  Center,  Hamil- 
ton, Ontario.  McAuley  described  the 
Canadian  screening  program  to  the  Council 
of  the  Rhode  Island  Medical  Society  at  its 
October  7 meeting.  Earlier  in  the  day, 
he  made  a presentation  at  Roger  Williams 
General  Hospital  and  met  with  the  newly-  | 

established  RIMS  Committee  on  Physician  i 

Competency,  chaired  by  Dr  William  S. 

Klutz.  The  new  committee,  approved  by 
the  House  of  Delegates  in  September,  will 
identify  and  help  educate  physicians  who 
depart  from  the  standards  of  practice 
established  by  recognized  medical  specialty,  ^ 
groups. 

While  the  Canadian  program  originally 
started  as  a voluntary  peer  review  pro- 
cedure, it  now  consists  of  a mandatory 
random  sampling  of  the  province’s  16,000 
physicians.  More  than  75  per  cent  of 
the  assessed  Canadian  physicians  responded  ' 
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COUNCIL  MEETING  (continued) 


favorably  to  the  evaluation  experience. 
McAuley  cautioned  that  the  assessments 
must  be  consistent,  written  consent  must 
be  obtained  from  the  examined  physicians, 
and  the  evaluations  must  focus  on  major 
departures  from  accepted  medical  prac- 
tice. 


In  other  actions  at  its  October  7 meeting, 
the  Council: 


• authorized  an  "investigation  of  the 
feasibility  of  establishing  a union" 
to  represent  Rhode  Island  physicians 

• endorsed  a proposed  patient  education 
brochure  on  the  proper  use  of  medica- 
tions developed  by  the  Rhode  Island 
Medicine  Education  Committee 


• endorsed  the  Society’s  participation 
in  a coalition  on  tort  reform  under  the 
aegis  of  the  Hospital  Association  of 
Rhode  Island.  The  coalition,  which 
Includes  representatives  from  provider, 
insurance,  and  union  groups,  held  an 
organizational  meeting  September  24 
to  discuss  alternative  options  to  the 
medical  malpractice  crisis.  It  was 
noted  that  constitutional  conventions 
have  been  used  as  a mechanism  in  some 
states  to  address  professional  and 
school  district  liability  issues. 


• met  with  representatives  of  the  Senior 
Health  Affordability  Coalition  who 
urged  Rhode  Island  physicians  to  accept 
assignment  of  Medicare  benefits  as  pay- 
ment in  full  for  all  Medicare  patients. 
The  Council  Instead  adopted  the  follow- 
ing position  statement: 


ty 


"The  Rhode  Island  Medical  Society  is 
deeply  concerned  about  the  financial 
status  of  elderly  Rhode  Islanders 
and  encourages  frank  and  open  dis- 
cussion between  physicians  and 
their  patients  concerning  fees  and 
charges.  The  Society  encourages 
its  members  to  accept  the  Medicare 
approved  amount  as  payment  in  full 
for  Medicare  beneficiaries  in  finan- 
cial need." 

urged  the  Department  of  Social  and 


COUNCIL  MEETING  (continued) 

Rehabilitative  Services  to  accept  stan- 
dard computerized  billing  forms  and 
the  concept  of  a "signature  on  file" 
for  both  physicians  and  Medicaid  pa- 
tients . 


NEW  LIBRARIAN  APPOINTED 

Marcia  A.  Sessions,  MLS,  was  appointed 
Librarian  of  the  Rhode  Island  Medical  So- 
ciety in  July.  A 1975  graduate  of  Barring- 
ton College,  Ms  Sessions  received  her 
masters  of  library  science  degree  from  the 
University  of  Rhode  Island.  She  previously 
served  as  a reference  librarian  at  Barring- 
ton College,  which  merged  earlier  this  year 
with  Gordon  College;  Warwick  Public  Library; 
and  Barrington  Public  Library. 

The  Library  of  the  Rhode  Island  Medical 
Society  has  a long  and  distinguished  tra- 
dition of  serving  the  information  needs 
of  both  physicians  and  the  general  public 
which  dates  back  to  the  establishment  of 
the  Society  in  1812.  Rhode  Island  is  one 
of  four  state  medical  societies,  including 
Texas,  New  York,  and  Maryland,  that  main- 
tains its  own  library.  The  collection  of 
50,000  books  and  periodicals  Includes  more 
than  175  journal  titles  and  houses  one  of 
the  few  complete  collections  of  state 
medical  journals  in  the  country.  In  addi- 
tion to  supplying  reference  materials  on 
a broad  variety  of  clinical,  social,  and 
economic  issues  related  to  patient  care, 
practice  requirements,  and  continuing 
medical  education  needs,  the  Library  also 
provides  access  to  on-line  computer  searches. 
The  Library  also  has  responded  to  requests 
from  the  general  public  for  descriptions 
of  medical  terms,  physician  backgrounds, 
prescription  drugs,  medical  records,  and 
genealogical  research.  It  has  been  cited 
as  a reference  by  the  Providence  Journal 
"Action  Line"  on  such  topics  as  "intract- 
able hiccups." 

All  members  are  granted  full  borrowing 
privileges,  interlibrary  loans,  and  in- 
stitutional privileges.  The  Library  is 
open  from  Sam  to  4pm,  Mondays  through 
Fridays,  and  Ms  Sessions  may  be  reached 
at  401/331-3208. 
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BACKLOG  OF  MEDICARE  PART  B CLAIMS 
CONTINUES  TO  GROW 

The  growing  backlog  of  Medicare  Part  B 
claims  has  been  the  subject  of  a series 
of  meetings  that  the  AMA  and  national  medi- 
cal specialty  societies  have  held  with 
the  federal  Health  Care  Financing  Adminis- 
tration (HCFA) . 


I 


According  to  HCFA  officials,  a major  rea- 
son for  the  backlog  is  that  the  volume  of 
claims  began  to  increase  at  about  the 
same  time  that  federal  allocations  for  pro- 
cessing them  was  cut.  Last  January,  the 
average  turnaround  time  for  Part  B claims 
was  seven  working  days.  By  August,  the 
average  turnaround  time  had  stretched  to 
12  days.  The  agency  estimates  that  the 
turnaround  time  would  be  15  days  by  Decem- 
ber. 


Last  May,  the  AMA  called  for  meetings  with 
the  national  specialty  societies  and  HCFA 
to  address  the  mounting  number  of  complaints 
from  physicians  about  claims  payments  and 
service.  Most  of  the  complaints  were 
attributable  to  requirements  that  all 
carriers  must  convert  their  procedure 
codes  to  Current  Procedural  Terminology 
(CPT-IV)  and  implement  prepayment  screens 
to  identify  potential  overutilizers.  The 
conversion  from  existing  procedural  codes 
to  CPT-IV  was  scheduled  to  be  completed 
in  October. 


The  AMA  and  national  specialty  societies 
met  with  HCFA  officials  in  June,  July,  and 
August.  Further  meetings  are  planned  to 
discuss  prepayment  screens. 


WORTH  WRITING  FOR  . . . 

• Let's  Talk  About  Health  Insurance  is  a 
new  AMA  publication  directed  to  the 
general  public.  It  encourages  cost 
effective  utilization  of  health  services 
through  an  increased  knowledge  of  health! 
care  systems.  The  brochure  discusses  { 
types  of  health  insurance  coverage  and  j 
health  care  financing  plans,  new  alter-  J 
natives  to  traditional  health  care 
settings,  initiatives  to  restrain  costs, J 
contract  provisions,  how  to  choose  an  , 
insuring  organization,  and  a glossary 

of  health  insurance  terms.  Included  in  ' 
the  manual  are  important  questions  that  : 
an  individual  may  want  to  ask  when  re- 
viewing a current  contract  or  when  se- 
lecting a new  one. 

Let's  Talk  About  Health  Insurance  is 
packaged  in  units  of  10  copies  (single 
copies  are  not  available)  at  the  follow- 
ing prices:  1-4  units  at  $7. 50/unit; 

5-9  units  at  $7. 00/unit;  and  10-24  units 
at  $6.50  unit.  AMA  members  receive  a 
10  per  cent  discount.  To  order  copies, 
write  to  Book  and  Pamphlet  Fulfillment 
OP-342,  American  Medical  Association, 

PO  Box  10946,  Chicago,  Illinois  60610. 

• One  free  copy  of  Nutritional  Management 
of  Acute  Diarrhea  in  Infants  and  Childre 
is  available  from  the  Food  and  Nutrition 
Board,  National  Research  Council,  2101 
Constitution  Avenue,  NW,  Washington, 

DC  20418. 


AIDS  SYMPOSIUM  SCHEDULED  FOR  DECEMBER 


WORCESTER  DISTRICT  MEDICAL  SOCIETY 
SPONSORS  ART  SHOW 

The  Worcester  District  Medical  Society  and 
the  Worcester  Foundation  of  Experimental 
Biology  are  sponsoring  "Great  Moments  in 
Medicine,"  a history  of  medicine  depicted 
by  oil  paintings  commissioned  by  the 
Parke-Davis  Company  and  created  by  the  late 
artist  Robert  A.  Thom. 

The  exhibit  will  be  displayed  at  the  Wor- 
cester Foundation  for  Experimental  Biology, 
222  Maple  Avenue,  Shrewsbury,  Massachusetts, 
from  November  4 until  December  7 . 


Together  with  the  Rhode  Island  Department 
of  Health,  Brown  University,  and  the  Rhode 
Island  AIDS  Advisory  Committee,  the  Society 
will  sponsor  a symposium  on  the  acquired 
immune  deficiency  syndrome  (AIDS) , on 
December  4,  1985,  Ray  Conference  Center, 
Butler  Hospital,  Providence.  The  day- 
long conference  will  start  at  8 am  and  will 
include  presentations  concerning  the  epi- 
demiology, pathogenesis,  and  management  of  » 
AIDS.  Workshop  sessions  on  patient  manage-g; 
ment  and  counseling  of  high-risk  groups  al^ 
are  planned.  | 

The  control  of  the  epidemic  spread  of  the  1 
HTLV-III  VTT'us,  the  causative  agent  of  ■ 
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AIDS  SYMPOSIUM  SCHEDULED  (continued) 

AIDS,  has  become  a major  national  concern. 
More  than  13,000  cases  have  been  reported 
in  the  United  States  and  the  numbers  are 
expected  to  double  each  year.  Twenty 
seven  cases  have  been  reported  in  Rhode 
Island  since  August  1983  and  at  least  12 
cases  of  AIDS-related  syndrome  have  now 
been  identified. 

Registration  forms  will  be  sent  to  all  RIMS 
members  in  early  November. 

SPEECH  CENTER  RECEIVES  NATIONAL  RECOGNITION 

The  Professional  Services  Board  of  the 
American  Speech-Language-Hearing  Associa- 
tion recently  granted  a five-year  accredi- 
tation to  the  Hearing  and  Speech  Center  of 
Rhode  Island  Hospital,  subject  to  annual 
review. 

According  to  Center  Director  J.  Barry  Regan, 
Rhode  Island  Hospital  has  the  only  facility 
accredited  in  both  speech  pathology  and 
audiology  in  the  state.  There  are  fewer 
than  300  accredited  clinics  and  centers  in 
the  United  States. 

The  comprehensive  evaluation  included  a 
review  of  Center  staff,  clinical  practices 
and  procedures,  records  and  reports,  phy- 
sical facilities,  and  equipment.  The 
Professional  Services  Board  praised  the 
Center  for  a highly  dedicated  staff,  its 
good  leadership  and  management  philosophy, 
and  its  extensive  and  comprehensive 
quality  assurance  program. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


PERIPATETICS 

Rhode  Island  physicians  in  the  news  include: 

• Recently- installed  officers  of  the  Rhode 
Island  chapter,  American  Academy  of  Fa- 
mily Practice  include  Drs  David  P.  Carter, 
Pawtucket,  president;  Edward  F.  Asprinio, 
Warwick,  president-elect;  Arthur  Frazano, 
Portsmouth,  vice-president;  Julianne  Ip, 
Providence,  vice-president-elect;  and 
Margaret  Lyton,  East  Providence,  secre- 
tary-treasurer. Drs  Ip  and  Charles  E. 
Millard  were  named  delegates  to  the 
national  academy. 

• The  Rhode  Island  Hemophilia  Foundation 
has  awarded  a $10,000  research  grant 
to  Drs  Peter  S.  Smith  and  Kathleen  W. 
Faulkner,  both  of  the  Hemophilia  Center 
of  Rhode  Island  Hospital.  The  grant 
will  permit  the  researchers  to  study 
the  safety  and  efficacy  of  piroxicam  as 
a treatment  for  hemophilic  arthropathy. 

• Dr.  Bishnu  J.  Rauth,  Warwick,  has  been 
inducted  as  a fellow  of  the  American 
College  of  International  Physicians. 

• Roger  Williams  General  Hospital  recently 
received  two  grants  of  nearly  $40,000 
from  the  Department  of  Mental  Health, 
Retardation,  and  Hospitals  to  support  a 
new  program  for  the  children  of  alco- 
holics to  help  foster  alternative  ap- 
proaches to  negative  family  systems 

and  to  continue  the  hospital's  interven- 
tion into  alcohol-related  problems 
among  patients  in  a general  hospital 
setting . 


THE  PPO  ALTERNATIVE 

A preferred  provider  organization  (PPO)  is  a f ee-f or-service  group  of  physicians,  hos- 
pitals, or  both  that  contracts  with  a third-party  payer  to  provide  services  at  a dis- 
counted rate  in  return  for  prompt  payment  and  the  prospect  of  an  increased  volume  of 
patients . 

It  is  not  an  insurance  plan  per  se,  but  rather  a set  of  contractual  arrangements 
between  providers,  payers,  and  consumers. 
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what  ti>  the,  botiM^zn  a.  FPO  and  an  HMO?  j 

A PPO  differs  from  a health  maintenance  organization  (HMO)  and  an  individual  practice  | 

association  (IPA) , a type  of  HMO,  in  several  ways.  First,  a PPO  consists  of  a group 
of  practicing  physicians,  a hospital,  or  a hospital  and  its  medical  staff  that  agree 
to  provide  services  on  a f ee-f or-service  basis  to  some  defined  patient  population  (a 
company’s  employees  or  union  members)  at  or  below  usual  and  customary  rates.  Employ- 
ers pay  only  for  those  services  their  employees  actually  use.  In  contrast,  HMO  and 
an  IPA  charge  the  employer  or  employee  a flat  capitation  fee  that  covers  all  services 
rendered.  Second,  PPOs  usually  allow  patients  more  freedom  of  choice  in  their  selec- 
tion of  providers  than  do  HMOs  or  IPAs,  although  this  may  depend  on  the  size  of  the 
PPO.  While  patients  remain  free  to  use  non-PPO  providers,  there  usually  are  strong 
financial  incentives,  such  as  lower  fees,  reduced  or  waived  copa5nnents,  or  deductibles, 
to  see  a preferred  physician  or  use  a preferred  hospital.  Third,  since  the  PPO  is  not 
financed  through  a prepaid  mechanism,  providers  usually  are  not  at  financial  risk  as 
they  are  in  an  HMO  or  IPA.  In  a PPO,  the  responsibility  for  setting  and  collecting 
premiums  rests  with  the  payer,  as  does  the  payment  of  claims. 


How  oAe  PPO-6  oA.gantzed? 

While  PPOs  can  be  organized  in  several  ways,  the  most  common  arrangements  are  those 
organized  by  physicians,  hospitals  (or  physicians  and  hospitals  together),  or  third- 
party  payers.  A group  of  independently  practicing  physicians  or  a medical  group  prac- 
tice may  decide  to  form  a PPO  to  maintain  or  enlarge  its  patient  base,  practice  fee- 
f or-service  medicine,  reduce  collection  problems,  and  compete  more  effectively  with 
alternative  delivery  systems  such  as  closed  panel  HMOs.  The  physician-based  PPO 
could  take  the  form  of  a nonprofit  association,  partnership,  or  corporation  which 
would  contract  with  indemnity  carriers,  employers,  and  benefits  brokers  to  provide 
a comprehensive  range  of  services  in  return  for  rapid  turnaround  on  claims.  PPO  mem- 
bership does  not  limit  a physician’s  practice  to  the  treatment  of  patients  who  are 
subscribers  to  the  PPO.  In  fact,  PPO  patients  usually  constitute  only  a small  per- 
centage of  the  patient  population. 

Hospitals  sponsor  PPOs  to  maintain  or  increase  occupancy  rates  and  market  share,  im- 
prove cash  flow,  respond  to  local  demands  and  requests  from  the  medical  staff,  and 
compete  more  effectively  with  HMOs.  In  these  situations  the  hospital  typically  en- 
lists the  participation  of  interested  members  of  the  medical  staff  or  extends  staff 
privileges  to  other  physicians  in  order  to  enlarge  the  hospital’s  patient  base.  In 
many  instances,  PPOs  are  initiated  by  both  the  hospital  and  interested  members  of 
the  medical  staff,  who  contract  jointly  with  an  insurer  to  be  the  fiscal  inter- 
mediary and  to  market  the  plan.  These  arrangements  are  usually  called  "joint 
ventures . " 

PPOs  also  are  being  sponsored  by  third-party  administrators  such  as  insurers  and 
benefits  consulting  firms  that  assist  employers  in  designing  their  health  plans. 
Serving  as  health  plan  brokers,  third  parties  typically  organize  providers  who 
agree  to  accept  specified,  often  discounted,  fees  and  strict  utilization  review, 
and  to  develop  a b''nefits  package  based  on  discounted  rates.  This  package  is  then 
marketed  to  current  policyholders  by  the  third  party  as  an  extension  of  existing 
business,  or  it  is  offered  to  new  subscribers  interested  in  reducing  or  controlling 
increases  in  premiums  and  expenditures.  Large  third-party  payers  such  as  Blue 
Cross/Blue  Shield  are  also  forming  PPOs  in  many  areas. 

Employers  and  business  coalitions  occasionally  are  the  prime  movers  behind  develop- 
ment of  a PPO.  A company,  concerned  about  the  rising  costs  of  its  health  insurance 
premiums,  may  ask  an  insurance  carrier  to  develop  a PPO  and  market  it  to  local 
physicians  and  hospitals. 
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RADIATION  ONCOLOGY  ASSOC.,  INC. 

MEDICAL/PROFESSIONAL  CONDOMINIUM  SUITES 

FOR  SALE  OR  LEASE 
825  NORTH  MAIN  STREET,  PROVIDENCE 

• Up  to  7,200  square  feet  of  first-class  space 

• Custom  design  completion 

• Ample  parking  for  staff  and  patients 

• Handicapped  access;  on  bus  line 

• Laboratory,  radiology  presence 

• Occupancy:  Summer  1986 

Owner:  Radiation  Oncology  Associates,  Inc. 

For  further  details  call: 

James  F.  Reynolds  (331-3700)  or  Jerome  R.  Sapolsky  (521-9700) 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a 'Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  A.c  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi.>  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  C:RANS10N  STRHHT,  CRANSTON,  RI  02920 

943-1211 


RI  TOLL  FREE  1 -800-942- 10 1 1 
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The  changes  are  all  around 
us.  New  HMO's.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 


miums. 


This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 

One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 

TSgt  Bill  Cavalieri 
380  Westminster  Mall 
Providence,  Rl  02903 
(401)  528-4043 


A great  way  of  life 
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re*ha*bil‘i‘tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi 
cal  rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medicaF 
surgical  capabilities  of  a full  service  hospital. 

Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area. 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  write  to;  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 
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The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 

VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendship  St.,  Newport,  RI  02840 
(401)846-64<X),  ext.  1845 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stair 

• Full-Time  board  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Tm  saving  $500. 
by  joining 

Ocean  State 
Physicians 
Health  Pian 
before  Jan. 1 , 1 986.” 


Beginning  with  the  new  year 
Ocean  State  Physicians  Health 
Plan's  affiliation  fee  will  be  raised 
from  $500.  to  $1 .000.  Now  is  a 
good  time  to  join  over  800  of 
your  collegues  who  are  participat- 
ing providers  with  Ocean  State. 

Since  Ocean  State  was  founded 
by  doctors,  we  understand  your 
needs  in  private  practice  and  the 


necessity  of  keeping  your  current 
patients.  In  two  years  Ocean 
State  has  become  the  fastest 
growing  HMO  in  Southern  New 
England  with  membership  of 
over  30.000.  In  the  past  year 
alone  we've  tripled  our 
membership. 

So  don't  delay,  save  the  $500. 
by  calling  273-7050  ...today. 


Nobody  Treats  Your  Health  With  So  Much  Care 

Ocean  State 

Physicians  Health  Plan 

A Federally  Qualifled  HMO 

339  Eddy  Street.  Providence.  Rl  02903  (401 ) 273-7050  or  Toll  Free  1^800-451-5109 


488 


Rhode  Island  Medical  Journal 


EDITORIAL 


The  Next  Great  Need 


Social  Security  is  fifty  years  old  and  Medicare  and 
Medicaid  have  been  around  for  twenty  years.  So- 
cial Security  and  Medicare  have  been  a boon  for 
the  elderly,  while  Medicaid  has  lessened  the  bur- 
den of  the  sick  poor.  With  the  burgeoning  elderly 
population,  the  next  great  need  is  for  some  form 
of  nursing  home  insurance. 

Although  only  a small  proportion  of  the  aged 
actually  reside  in  nursing  homes,  the  total  num- 
ber is  still  large,  and  it  is  a financial  drain  for  those 
who  need  this  care.  To  become  eligible  for  Med- 
icaid nursing  home  coverage,  it  is  necessary  that 
the  recipients  either  be  paupers  or  impoverish 
themselves.  When  the  major  social  programs 
were  proposed,  a “means  test”  was  considered  to 
be  highly  offensive.  It  is  now  quite  respectable  to 
expect  persons  of  moderate  means  to  impoverish 
themselves  to  become  eligible  for  Medicaid  ben- 
efits. At  a cost  of  $25,000  to  $35,000  a year,  this 
does  not  take  too  long  for  most  people.  And  now, 
of  course.  Social  Security  benefits  are  taxed.  The 
skilled  nursing  benefits  of  Medicare  have  been 
marginally  useful,  but  have  been  a source  of  dis- 
illusionment to  those  who  need  long-term  care. 

In  the  spring  of  1985,  the  Reagan  Administra- 
tion announced  a plan  to  encourage  the  develop- 
ment of  private  insurance  for  nursing  home  care 
for  the  elderly.  This  would  be  attractive,  it  was 
thought,  as  a means  of  saving  major  Medicaid  tax 
money  and  Medicare  costs  to  a more  limited  ex- 
tent. The  Department  of  Health  and  Human  Ser- 
vices commissioned  a study  which  indicated  a 
large  potential  market.  It  was  concluded  that  if 
only  20  per  cent  of  the  elderly  purchase  such 


insurance,  Medicaid  costs  could  be  reduced  by  30 
per  cent  over  35  years.  The  Social  Security  Ad- 
ministration itself  will  not  touch  this  problem 
with  a ten-foot  pole,  while  private  insurers  have 
been  terrified  of  the  cost. 

It  has  been  estimated  that  for  someone  aged  75 
just  starting  to  purchase  such  a policy,  the  cost  in 
premiums  would  be  $400  to  $700  annually.  Such 
a policy  would  “appear  to  be  manageable”  by 
increasing  numbers  of  the  elderly.  This  estimate 
would  appear  to  this  writer  to  be  highly  optimis- 
tic, since  outlays  of  $250,000  would  be  involved. 
Indeed  if  it  were  realistic,  the  market  would 
already  have  been  flooded  with  plans. 

With  a population  of  approximately  35  million 
over-65  persons  expected  by  the  year  2000,  it  has 
been  stated  that  the  federal  budget  could  not 
support  the  outlays  required  for  long-term  care. 
The  Health  Insurance  Association  of  America, 
representing  335  insurance  companies,  agreed 
that  federal  policy  should  “stimulate  private  sec- 
tor involvement  in  long-term  care.”  They  were 
concerned,  however,  that  wide  distribution  of 
such  policies  could  create  a large  new  demand  for 
nursing  home  care,  causing  further  inflation  in 
medical  costs.  A further  tax  to  support  a Social 
Security  long-term  care  program,  on  the  other 
hand,  would  require  additional  taxation,  which  is 
anathema  for  everyone.  Whether  a feasible  non- 
cancellable  policy  could  be  sold  to  young  persons, 
who  rarely  look  that  far  into  the  future,  is  a ques- 
tion. It  will  be  interesting  to  observe  the  reaction 
of  the  insurance  industry  to  this  challenge. 

Seebert  j.  Cioldowsky,  MD  ■ 
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TOO  MANY  INVESTMENT  ADVISORS 
PICK  INVESTMENTS 
WITH  THE  SAME  IMAGINilTION 
THEY  USE  TO  PICK  THEIR  SHITS. 

For  too  many  financial  institutions, 
routine  investment  decisions  make  life  a lot 
easier. 

It’s  like  always  knowing  what  suit  to 
wear.  Thought  becomes  replaced  by  habit. 

Well,  at  Old  Stone,  one  thing  we  demand 
of  OLU’  investment  officers  is  that  they  think. 

Hard.  About  your  investment  goals  and 
objectives.  About  an  investment  program 
that  will  help  you  prosper. 

And  think  of  you  as  their  partner. 

As  a partner,  you  can  be  as  active  in 


the  investment  decisions  as  you  want.  Be- 
cause your  investment  officer  knows  your 
goals,  you  get  answers  to  your  questions  fast. 
And,  of  course,  it  means  you  work  with  the 
same  person  all  the  time. 

So,  if  you  want  an  investment  officer 
who  will  think  about  your  investments,  call 
Old  Stone  at  278-2005. 

OLD  S-rOIME 
IH0  TF=?DS~r  OOIVIFVXIMY 

180  South  Main  Street,  Providence,  RI  02903 
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Malpractice;  What  Is  to  Be  Done? 

The  malpractice  crisis  is  proving  immensely  diffi- 
cult to  solve  due  to  the  varied  points  of  view  of  the 
participants  and  their  peculiar  self-interests.  An 
understanding  of  these  may  help  us  to  focus  on 
possible  solutions.  There  are  four  constituencies 
to  consider:  patients,  physicians,  lawyers,  and  the 
insurance  industry. 

The  patients  perceive  that  they  wish  to  be  rec- 
ompensed for  any  adverse  medical  outcome.  The 
litigious  society  in  which  we  live  is  a major  factor. 
Municipalities,  school  boards,  large  companies, 
and  others  are  facing  similar  crises.  The  Robbins 
Company  (of  Robitussin  and  Daikon  Shield 
fame)  is  now  in  receivership  due  to  the  enormous 
number  of  suits  facing  it.  The  legal  system 
guarantees  the  right  of  everyone  to  sue  anyone 
for  anything.  The  media  disseminate  informa- 
tion about  large  awards,  and  it  seems  no  harder  to 
sue  than  to  gamble  on  the  lottery.  With  the  legal 
contingency  system  it  may  be  even  less  expensive. 
What  started  as  a means  to  recoup  losses  due  to 
true  negligence  has  evolved  into  a system  of  com- 
pensation for  all  injuries.  Any  attempt  to  limit  the 
public’s  right  to  recover  for  a perceived  wrong 
will  meet  resistance. 

The  insurance  industry  has  its  own  special  in- 
terest. Private  insurance  companies,  whether 
stock  or  mutual,  must  show  a profit.  The  very 
long  statute  of  limitation  laws  and  the  delay  in 
settlement  as  well  as  the  inability  to  predict  claim 
frequency,  award  size,  and  future  economic  cli- 
mate have  made  the  medical  malpractice  market 
undesirable.  I think  that  if  any  of  us  were  sitting 
on  the  board  of  directors  of  an  insurance  com- 
pany, we  would  exercise  our  fiduciary  responsi- 
bility to  the  company  and  vote  against  underwrit- 
ing malpractice  insurance.  It  makes  good  busi- 
ness sense. 

Joint  underwriting  associations  (JUAs),  on 
the  other  hand,  may  have  a somewhat  different 
viewpoint.  A JLA  must  attempt  to  remain  sol- 
vent, but  has  recourse  if  financial  disaster 
threatens.  As  physicians  we  are  happy  that  this  is 


so  and  our  protection  is  assured.  In  Rhode  Island 
the  JUA  must  insure  all  licensed  health  care  pro- 
viders. For  most  there  is  no  alternative  as  the 
private  insurers  have  withdrawn  from  the  Rhode 
Island  market.  Unfortunately  there  is  no  alterna- 
tive for  the  JUA  but  to  charge  premiums  which 
are  fiscally  sound  and  which  will  keep  the  com- 
pany solvent.  Again  anyone  of  us  on  the  JUA 
board  would  vote  the  same  way.  There  is,  howev- 
er, no  incentive  to  do  anything  about  rising  costs 
as  the  JUA  is  nothing  but  a pass-through  mecha- 
nism. It  could  be  said  that  a state-licensed 
monopoly  might  even  see  some  benefit  from  get- 
ting bigger  and  having  a bigger  budget.  It  would 
take  a strong  if  not  visionary  board  to  resist  a staff 
threatened  with  a tighter  budget  or  a reduction  in 
jobs  due  to  a change  in  the  malpractice  atmos- 
phere. Empires  may  be  more  easily  grown  than 
shrunk. 

The  legal  profession  is  unlikely  to  encourage 
change  in  the  present  malpractice  situation. 
Plaintiffs’  lawyers  will  fight  with  all  of  their  well- 
known  skills.  Every  argument  from  pictures  of 
crippled  babies  to  exhortations  about  the  Con- 
stitution will  be  used.  Plaintiffs’  lawyers  have 
more  to  lose  from  meaningful  tort  reform  than 
almost  any  other  group.  It  is  difficult  to  avoid  a 
self-serving  position  when  a plaintiffs  lawyer 
may  make  more  from  one  case  than  much  of  the 
American  population  earns  in  one  year.  Defense 
lawyers  also  may  not  be  grateful  for  a significant 
decrease  in  the  frequency  of  malpractice  suits. 
The  most  skillfid  and  successful  attorneys  will 
always  find  people  who  want  to  argue  about 
something;  but  since  there  is  even  a greater  sur- 
plus of  lawyers  than  of  doctors,  clients  will  be  in 
great  demand  and  eagerly  sought.  We  can  thus 
expect  little  help  from  the  trial  bar. 

Ehe  doctors  thus  are  the  only  constituency 
fighting  for  reform.  In  Rhode  Island  there  are 
about  2,000  doctors  among  960,000  people.  The 
odds  seem  a little  uneven.  Particularly  so  when 
genuine  reform  will  benef  it  the  entire  population 


November,  1985  — Vol.  68 


491 


by  decreasing  the  total  cost  for  medical  care  and 
by  getting  a higher  percentage  of  the  malpractice 
premium  dollar  to  a truly  injured  patient. 

As  Lenin  asked  before  the  Russian  revolution: 
“What  is  to  be  done?” 

Perhaps  most  important  is  the  task  of  educat- 
ing the  public  about  the  facts.  As  an  aid  to  this 
effort,  the  Rhode  Island  Medical  Society  has  pre- 
pared a fact  sheet  with  answers  to  commonly- 
asked  questions.  It  has  been  distributed  in  a 
separate  mailing.  Keep  this  on  your  desk  and  use 
the  information  to  inform  your  patients  and 
friends.  If  you  know  a legislator,  please  talk  to 
him  and  let  the  medical  society  know  so  we  can 
keep  you  informed  of  new  developments.  A con- 
certed effort  to  obtain  tort  reform  is  underway, 
including  cooperation  with  the  business  com- 
munity through  a coalition. 

Tort  reform  includes  such  items  as  a limit  on 
non-economic  losses  (pain  and  suffering),  struc- 
tured settlements  (rather  than  lump  sums),  ex- 
pert witness  rules,  and  limits  on  contingency  fees 
for  lawyers,  among  others.  Such  legislation  has 
been  passed  by  other  states.  It  has  undergone 
constitutional  challenge  successfully  in  some 
states  and  failed  in  others.  In  a 1983  Supreme 
Court  decision  in  Rhode  Island  similar  legislation 
was  declared  unconstitutional  on  the  grounds 
that  it  gave  special  privileges  to  one  group  — 
physicians.  It  is  likely  that  any  other  legislation 
aimed  specifically  at  the  malpractice  problem  and 
not  applicable  to  all  product  liability  also  would  be 
found  unconstitutional. 

Only  if  there  exists  a clear  indication  that  the 
public  welfare  were  endangered  could  such  leg- 
islation be  expected  to  withstand  the  onslaught  of 
the  trial  bar.  Will  medical  care  need  to  be  unavail- 
able before  this  problem  is  solved?  I think  that  the 
day  is  not  far  off  with  expected  rises  in  malprac- 
tice premiums.  In  actual  fact  some  sophisticated 
medical  care  is  unavailable  right  now.  I know- 
orthopedic  surgeons  who  will  not  attempt  com- 
plicated elective  surgery.  At  this  time  the  public 
may  not  realize  that  they  are  denied  access  to  the 
“cutting  edge”  of  medicine  in  some  situations. 

As  the  extent  of  unavailable  medical  care  be- 
comes greater  and  more  widely  known,  dissatis- 
faction will  produce  a demand  for  malpractice 
reform.  An  analogy  may  be  drawn  to  the  “good 
Samaritan”  laws.  Until  such  laws  were  passed  doc- 
tors were  reluctant  to  stop  to  assist  victims  of  an 


accident  or  sudden  illness.  Public  pressure  forced 
the  change  in  legislation.  It  was  obviously  in  the 
public  interest.  We  must  make  malpractice  re- 
form just  as  critical. 

Realizing  the  difficulty  in  achieving  significant 
tort  reform,  the  medical  society  is  working  on 
several  other  approaches. 

At  our  suggestion,  HMO  Rhode  Island  has  in- 
cluded in  its  subscriber  contract  a requirement 
that  disputes  must  have  an  attempt  at  resolution 
by  nonjudicial  means  such  as  mediation.  While 
not  requiring  the  patient  to  abdicate  his  right  to 
sue  in  court,  it  does  provide  for  an  attempt  at 
settlement  by  administrative  means  first.  Such 
contracts  have  been  held  enforceable  and  do  not 
require  legislation.  It  is  hoped  that  other  HMOs 
will  include  similar  agreements.  They  benefit 
everyone,  except  perhaps  the  plaintiffs  lawyer. 

The  medical  society  has  retained  Professor  Jef- 
frey O’Connell  as  a consultant.  He  has  devised  a 
“double  blind”  method  of  settlement  which  could 
resolve  some  suits  and  eliminate  awards  for  pain 
and  suffering  and  the  large  contingency  fees. 
This  plan  could  be  implemented  without  legisla- 
tion and  has  the  potential  for  large  savings.  It  is 
innovative  and  imaginative  and,  I think,  warrants 
a trial  in  Rhode  Island.  There  appears  to  be  no 
way  to  lose  anything  with  this  plan. 

A plan  to  require  the  patient  to  pay  part  of  the 
insurance  premium  is  under  discussion.  Why 
should  2,000  doctors  pay  the  premium  to  protect 
960,000  people  against  what  they  perceive  as  bad 
outcomes  of  medical  encounters?  Such  a plan 
would  require  legislation.  It  would,  however, 
appeal  to  the  trial  lawyers  since  the  present  tort 
system  would  remain  intact.  Opposition  may  be 
expected  from  business  as  it  may  end  up  with  an 
increased  cost  for  health  care  benefits  in  the  form 
of  extra  payments  for  the  patient  component  of 
insurance.  For  the  doctor  it  would  be  desirable 
since  his  liability  would  be  limited  and  the  pre- 
miums more  likely  to  be  controlled. 

Finally,  these  approaches  are  not  incompatible. 
There  is  no  reason  why  any  combination  of  these 
devices  cannot  be  implemented  together.  We  are 
working  actively  to  explore  all  approaches.  If  you 
have  any  other  ideas  or  comments,  we  would  be 
delighted  to  receive  them.  Call  or  write.  This  is 
the  most  pressing  issue  before  us. 

Herbert  Rakatansky,  MD  g 
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with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussiif'DAC 

Each  5 ml  (1  teaspoonful)  contains; 

Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP 10  mg 

(Warning:  May  be  habit  forming) 

Alcohol  1 .4  percent 


AH- 
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Now  here’s 

a loan  approval  committee 
you  can  work  with. 


Dick  G.  Boenning,  Vice  President,  Fleet  Private  Banking  Group 

At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor.  A finance  professional  who  has  the  power 
to  give  you  immediate  loon  approvals.  And  the  experience  to  help  structure  o sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 

So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 
Rhode  Island’s  largest,  most  experienced 


bank.  To  find  out  what  Private  Banking  at 
Fleet  can  mean  for  you,  call  Dick  Boenning 
at  278-6537,  or  Debbie  MacMillan,  Loan 
Officer,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE' 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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Clinicopathological  Case 


Case  Record:  Rhode  Island  Hospital 


Tom  J.  Wachtel,  MD 
George  F.  Meissner,  MD 
David  O.  Williams,  MD,  Editors 


Case  Presentation 

Gary  Belt,  MD:  A 77-year-old  retired  house  pain- 
ter was  admitted  to  Rhode  Island  Hospital  with  a 
fracture  of  the  left  hip. 

Three  years  prior  to  admission,  the  patient  re- 
ceived radiation  therapy  to  his  face  for  treatment 
of  several  basal  cell  carcinomas.  The  last  treat- 
ment occurred  approximately  one  year  prior  to 
admission.  Over  the  past  year,  he  developed  a 
persistent  right  facial  palsy.  Three  months  prior 
to  admission,  he  noted  hoarseness,  dysphagia  with 
solid  foods,  and  impaired  vision  in  the  right  eye. 

The  patient’s  past  medical  history  was  remark- 
able for  a remote  history  of  cigarette  smoking.  He 
had  had  a “tumor”  removed  from  the  right  su- 
praclavicular area  approximately  35  years  be- 
fore. He  ingested  four  aspirin  tablets  daily  for 
“arthritis”  of  both  hips.  His  only  industrial  expo- 
sures were  as  a house  painter. 

On  first  admission,  the  physical  examination 
revealed  a well-developed,  obese,  elderly  white 
male  in  no  acute  distress.  Blood  pressure  was 
100/70.  Pulse  was  80  and  regular.  Respiratory 
rate  was  16.  He  was  afebrile.  There  were  atrophic 
hypopigmented  skin  changes  over  the  previously 
irradiated  sites  on  his  face.  The  right  conjunctiva 
was  injected  with  a whitish  exudate  along  the 
lower  lid.  The  cornea  appeared  cloudy.  Fundu- 
scopic  examination  of  the  left  eye  was  normal;  the 
right  fundus  was  not  visualized.  T he  oropharynx 
was  clear  of  any  masses  or  exudates.  T he  neck  was 
supple  with  no  evidence  of  adenopathy,  thy- 
romegaly,  or  carotid  bruits.  The  lungs  had  course 
rhonchi  at  both  bases.  T he  axillae  were  free  of 
adenopathy.  Cardiac  examination  was  remark- 
able for  a laterally  displaced  left  ventricular  im- 
pulse and  a grade  I I/VI  systolic  murmur  at  the 


left  super  sternal  border  without  radiation.  The 
abdomen  was  soft  and  nontender;  liver  and 
spleen  were  not  palpable  and  no  masses  were  felt. 
Extremities  showed  no  clubbing,  cyanosis,  or  ede- 
ma. Mental  status  w'as  normal.  Cranial  nerve  ex- 
amination revealed  diminished  visual  acuity  in 
the  right  eye.  Visual  fields  were  intact.  Pupils 
were  equal,  round,  and  reactive  to  light.  The 
extraocular  movements  were  full  except  for  im- 
paired abduction  of  the  right  eye.  The  right  cor- 
neal reflex  was  absent,  and  pin-prick  sensation 
over  the  right  maxillary  and  mandibular  regions 
was  diminished.  The  patient  had  a complete  right 
facial  palsy  involving  both  the  upper  and  lower 
aspects  of  the  face.  On  opening  of  the  mouth,  the 
jaw  deviated  to  the  right.  Gag  reflex  was  sluggish 
with  impaired  elevation  of  the  soft  palate  on  the 
right  side.  His  right  sternocleidomastoid  was 
atrophic  and  weak  on  opposition  testing.  The 
tongue  deviated  to  the  right  on  protrusion. 
Motor  testing  was  normal  in  all  extremities.  Deep 
tendon  reflexes  were  normal  and  symmetrical. 
The  plantar  responses  were  both  normal.  The 
left  leg  had  diffusely  diminished  pin-prick  and 
light  touch  sensation  below  the  hip;  the  vibratory 
and  propioceptive  sensations  were  intact.  Gait 
was  normal,  and  the  Romberg  test  was  negative. 
Coordination  was  intact. 

Hemoglobin  on  admission  was  13.9  g/dL.  T he 
white  cell  count  ( W BC)  was  4,700  with  63  per  cent 
neutrophils,  27  per  cent  lymphocytes,  7 percent 
monocytes,  and  3 per  cent  eosinophils.  The 
platelet  count  was  165,000.  TTie  sodium  was  142, 
potassium  4.2,  chloride  102  and  total  bicarbonate 
29  mEq/L.  T he  urea  nitrogen  was  14,  creatinine 
1.2,  and  glucose  88  mg/df.  The  urine  had  a spe- 
cific gravity  of  1.035,  pH  6.5,  and  was  otherwise 
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normal.  SCOT  was  58  lU/dL  (nl  < 33),  alkaline 
phosphatase  14.1  lU/dL  (nl  < 12),  total  bilirubin 
1.1  mg/dL,  calcium  8.9  mg/dL,  total  protein  6.9 
g/dL,  and  albumin  3.3  g/dL.  Prothrombin 
activity  was  63  per  cent.  Westergren  sedimenta- 
tion rate  was  18  mm/hour.  Chest  x-ray  film 
showed  minimal  right  deviation  of  the  trachea. 
However,  the  lung  fields  were  felt  to  be  free  of 
pathology  and  the  cardiovascular  silhouette  was 
unremarkable. 

Several  cranial  computed  tomography  (CT) 
scans  were  performed  including  two  with  simul- 
taneous intrathecal  injection  of  metrizamide  and 
intravenous  injection  of  contrast  medium.  They 
were  interpreted  as  showing  a moderate  degree 
of  cerebral  cortical  atrophy  and  ventricular 
dilatation  compatible  with  the  patient’s  age.  No 
masses  were  noted  in  the  posterior  fossa  or  basal 
cisterns.  Lumbar  puncture  was  performed;  the 
cerebrospinal  fluid  (CSF)  showed  no  red  cells  and 
six  white  cells  with  a differential  count  of  three 
neutrophils,  72  lymphocytes,  and  four  mono- 
cytes of  79  cells  seen.  Total  protein  was  32,  glu- 
cose 62,  and  CSF  IgG  4.5  mg/dL  (nl  0.5-6. 1); 
cultures  and  cytology  were  negative.  Multiple 
lumbar  punctures  were  performed  during  the 
course  of  this  hospitalization  with  similar  results. 
A cisternal  tap  was  performed  for  cytology  and 
was  negative.  VDRL  of  the  peripheral  blood  was 
non-reactive.  Angiotensin  converting  enzyme 
(ACE)  was  8 lU/L  (nl  12-36).  X-ray  films  of  the 
skull  and  specifically  of  the  base  of  the  skull  were 
normal  with  no  evidence  of  bony  destruction. 
Tomograms  of  the  right  petrous  bone  and  inter- 
nal auditory  canals  were  normal.  A barium  swal- 
low revealed  loss  of  the  autonomous  swallowing 
function  of  the  hypopharynx  with  evidence  of 
tracheal  aspiration;  the  esophageal  contour  was 
normal.  The  electroencephalogram  (EEC)  dem- 
onstrated nonspecific  abnormalities.  Audiomet- 
ric testing  revealed  a profound  sensorineural  loss 
in  the  right  ear.  Tracheal  tomography  revealed 
deviation  of  the  distal  trachea  by  the  aortic  knob. 
Lung  tomography  was  normal.  Nerve  conduc- 
tion velocities  of  the  left  lower  extremity  showed 
slowed  conduction  of  the  posterior  tibial  and 
peroneal  nerves  with  very  low  amplitude  poten- 
tial felt  to  be  consistent  with  a peripheral  neurop- 
athy. Indirect  laryngoscopy  revealed  sluggish 
movement  of  the  right  vocal  cord  with  impaired 
chordal  approximation. 

Viral  serologic  tests  for  hepatitis  A and  B and 
cytomegalovirus  were  negative.  Epstein-Barr 
virus  titers  were  1:640  IgG  and  less  than  1:10 
IgM.  Abdominal  CT  scan  showed  borderline 


splenomegaly  with  no  liver  abnormalities  and  no 
retroperitoneal  adenopathy.  Bone  marrow 
aspiration  and  biopsy  revealed  active  hemato- 
poiesis without  evidence  of  tumor  or  granulomas. 

A right  tarsorrhaphy  was  performed.  The 
right  vocal  cord  was  stabilized  in  the  midline  posi- 
tion with  a Teflon®  injection  to  decrease  the 
opportunity  for  aspiration  and  to  aid  in  phona- 
tion.  In  spite  of  this  procedure,  the  patient  had 
persistent  aspiration,  and  a gastrostomy  tube  was 
placed.  He  was  discharged  after  this  six-week 
hospitalization. 

Three  months  later,  the  patient  was  readmitted 
to  Rhode  Island  Hospital  with  a fractured  left 
hip.  His  neurologic  examination  remained  un- 
changed. Early  in  the  hospitalization,  he  had  dif- 
ficulty managing  his  own  secretions  and  de- 
veloped recurrent  bouts  of  aspiration  pneumonia 
requiring  endotracheal  intubation  and  antibiotic 
therapy.  On  the  12th  hospital  day,  the  patient 
suddenly  developed  diminished  strength  in 
his  left  arm  accompanied  by  decreased  sen- 
sation. Deep  tendon  reflexes  were  increased 
diffusely  on  the  left  side  with  an  equivocal  plantar 
response  of  the  left  foot  as  compared  to  a down- 
going response  of  the  right  foot.  Cranial  CT  scan 
showed  mild  generalized  cerebral  cortical  atro- 
phy with  no  new  abnormalities.  On  the  34th  hos- 
pital day,  the  patient  had  episodes  of  su- 
praventricular tachycardias  including  runs  of 
atrial  flutter  and  atrial  fibrillation  which  re- 
sponded to  digoxin.  In  spite  of  broad  spectrum 
antibiotic  coverage,  the  patient  was  persistently 
febrile  and  demonstrated  persistent  streaky 
bibasilar  pulmonary  infiltrates  on  chest  x-ray 
consistent  with  aspiration  pneumonia.  On  the 
106th  hospital  day,  he  expired. 

Discussion 

Pat  Finelli,  MD:  This  77-year-old  white  male  was 
treated  with  radiation  therapy  for  basal  cell  carci- 
nomas three  years  before  his  demise.  One-and-a- 
half  years  later,  he  developed  a right  peripheral 
facial  nerve  palsy.  Subsequent  to  the  facial  palsy, 
his  condition  was  characterized  by  a progressive 
cranial  neuropathy  involving  all  the  cranial 
nerves  unilaterally  with  the  exception  of  the  first, 
third,  and  fourth  cranial  nerves.  Three  months 
prior  to  death  the  patient  was  hospitalized  follow- 
ing a fractured  hip  with  an  otherwise  unchanged 
neurological  examination.  His  course  was  com- 
plicated by  recurrent  aspiration  pneumonia  and 
a stroke-like  picture  on  the  12th  hospital  day  with 
motor,  sensory,  and  reflex  abnormalities  of  the 
left  side.  Cardiac  arrhythmias  and  fever  followed. 
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Pulmonary  infiltrates  consistent  with  aspiration 
were  seen  on  chest  x-ray  films,  and  the  patient 
expired  on  the  106th  hospital  day  despite  antibi- 
otic therapy. 

Neurologic  syndromes  limited  to  cranial  nerve 
involvement  are  infrequent  and  present  a chal- 
lenging diagnostic  problem  to  the  clinician.  A 
striking  aspect  of  this  case  is  that,  despite  the 
extensive  unilateral  multiple  cranial  neuropathy, 
all  neuro-diagnostic  studies  including  skull  x-ray 
films  with  tomograms  of  the  petrous  bone,  CT 
scan  with  contrast  and  metrizamide,  and  CSF 
analyses  on  multiple  occasions  were  unremark- 
able. Additionally,  there  was  no  laboratory  or 
clinical  evidence  of  any  specific  organ  system  in- 
volvement to  implicate  a particular  disease.  Thus, 
the  differential  diagnosis  is  that  of  multiple  cra- 
nial neuropathies. 

One  should  consider  first  the  history  of  basal 
cell  carcinoma  and  radiation  therapy.  Cranial 
nerve  invasion  secondary  to  basal  cell  carcinoma 
has  been  described.^  Trigeminal  and  facial 
neuropathy  may  result  from  perineural  spread  of 
the  carcinoma  arising  from  facial  skin.  In  those 
with  trigeminal  involvement,  pain  is  prominent. 
The  diagnosis  can  be  difficult  because  the  patient 
may  not  show  evidence  of  local  recurrence  of  the 
primary  tumor  at  the  time  the  neurological  symp- 
toms begin.  Symptoms  may  begin  as  early  as  three 
years  after  treatment  of  skin  cancer,  and  it  is 
assumed  the  cranial  nerves  are  involved  as  a re- 
sult of  inadequate  treatment  of  the  primary 
tumor.  Metastasis  to  brain  from  basal  cell  carcino- 
ma is  extremely  unlikely. 

Radiation  necrosis  of  cranial  nerves  following 
radiation  therapy  for  basal  cell  carcinoma  need 
not  be  seriously  considered  because  the  clinical 
and  CT  findings  of  white  matter  involvement  are 
characteristic."^  Cranial  nerve  damage  following 
radiation  therapy  has  been  reported  to  occur 
three  to  nine  years  (rarely  less  than  two  years) 
after  treatment  of  head  and  neck  cancer.  Cranial 
neuropathies  previously  described  include  in- 
volvement of  the  optic,  oculomotor,  trigeminal, 
abducens,  recurrent  laryngeal,  spinal  accessory, 
and  hypoglossal  nerves.  The  neuropathy  is  felt  to 
be  secondary  to  extensive  connective  tissue  fibro- 
sis. Multiple  cranial  neuropathy  patterns  de- 
scribed in  association  with  radiation  therapy  in- 
clude the  10th  and  11th;  the  lOth,  11th  and  12th; 
the  10th  and  12th;  and  the  2nd,  5th,  10th  and 
1 Ith.^'  ^ The  patient’s  problem  was  more  exten- 
sive and  with  a different  cranial  nerve  pattern  of 
involvement. 

The  last  issue  related  to  radiation  therapy  is 


carcinogenesis.  Intracranial  sarcomas,  particular- 
ly in  the  region  of  the  sella  tursica,  but  also  of  the 
dura  and  leptomeninges  have  been  described  fol- 
lowing radiation  therapy.  Included  among  these 
are  malignant  histiocytoma  of  the  posterior  nasal 
cavity  and  fibrosarcoma  of  the  temporal  bone 
and  temporalis  muscle.  Sarcomatous  changes 
usually  occur  five  to  ten  years  post-radiation,  but 
10-15  per  cent  occur  within  five  years. ^ A nega- 
tive neurodiagnostic  workup  in  the  case  under 
consideration  makes  this  possibility  unlikely. 

Chronic  meningeal  processes  at  the  base  of  the 
brain  must  be  considered.  Infections  such  as 
syphilis,  tuberculosis,  and  chronic  fungal  infec- 
tions fall  into  this  category.  However,  the  clinical 
course  and  repeat  spinal  fluid  analyses  do  not 
support  these  as  likely  etiologies. 

Another  condition  is  leptomeningeal  invasion 
by  systemic  cancer.®  The  spinal  fluid  in  this  condi- 
tion usually  shows  decreased  glucose  and  in- 
creased protein,  and  the  course  is  progressive 
with  a mean  survival  of  less  than  six  months.  The 
most  frequent  symptom  is  headache  followed  by 
changes  in  mental  status.  Cranial  nerve  involve- 
ment is  present  in  80  per  cent  of  patients  on 
admission  but  is  rarely  an  initial  manifestation. 
The  nerves  most  frequently  involved  are  the  7th, 
5th,  and  3rd  cranial  nerves.  The  most  common 
site  of  origin  include  breast,  lymphoma,  lung, 
malignant  melanoma,  and  stomach.  Eighty  per 
cent  of  patients  have  obvious  systemic  cancer 
when  meningeal  carcinoma  develops.  This  condi- 
tion is  unlikely  in  our  patient  based  on  repeatedly 
normal  CSF  findings,  prolonged  survival,  ab- 
sence of  identifiable  primary  tumor,  and  absence 
of  the  neurologic  symptoms  and  signs  most  fre- 
quently seen  with  this  condition. 

Cranial  and  intracranial  myeloma  may  involve 
cranial  nerves.^  Solitary  myeloma  or  plasmacyto- 
ma may  present  as  cranial  nerve  palsies,  an  in- 
tracranial space  occupying  lesion,  or  an  orbital 
lesion.  Ten  of  twenty  reviewed  cases  of  multiple 
myeloma  with  cranial  nerve  palsies  presented  as 
the  solitary  type.  Cranial  nerve  lesions  were  the 
first  manifestation  in  14  of  the  25  cases  with  two 
beginning  as  facial  nerve  palsies.  X-ray  films  of 
the  base  of  the  skull  are  usually  abnormal.  Serum 
protein  electrophoresis  was  not  performed,  but  a 
negative  skull  x-ray  film,  negative  bone  marrow 
biopsy,  and  the  clinical  course  are  against  this 
diagnosis. 

NIetastases  to  the  base  of  the  skull  should  be 
considered,  as  this  entity  usually  produces  signs 
and  symptoms  referrable  to  cranial  nerves  that 
exit  through  the  basal  foramina.®  This  diagnosis 
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is  difficult  in  the  absence  of  known  carcinoma 
and  negative  plain  skull  x-ray  films.  In  one  series 
reporting  bone  scan,  CT  scan,  and  skull  x-ray 
study  with  tomography,  lesions  were  identified  in 
31  of  40  cases.  However,  skull  x-ray  films  alone 
were  abnormal  in  only  9 of  32  cases.  A bone  scan 
may  be  useful,  but  was  not  performed  in  this 
patient.  Metastases  to  the  temporal  bone  in  a pa- 
tient with  known  adenocarcinoma  of  the  prostate 
involved  cranial  nerves  7 through  2 1 ^ Again,  the 
time  course  as  well  as  negative  studies  including 
tomography  of  the  petrous  portion  of  the  tem- 
poral bone  in  the  presence  of  extensive  cranial 
neuropathy  make  this  an  unlikely  consideration. 

Two  final  entities  will  be  considered.  These  are 
nasopharyngeal  malignancy  (NPM)  and  sar- 
coidosis, both  of  which  have  been  associated  with 
an  elevated  Epstein-Barr  (EB)  virus  titer,  as  was 
present  in  the  case  under  discussion.*^’’  '* 

NPM  accounts  for  approximately  two  per  cent 
of  all  malignant  tumors  with  a peak  incidence  in 
the  fifth  and  sixth  decade.  Neurologic  complica- 
tions range  from  30  to  70  per  cent  in  large  series, 
more  than  90  per  cent  of  which  are  confined 
exclusively  to  the  cranial  nerves.  The  first  sizeable 
series  of  patients  with  neurologic  complications 
from  NPM  was  reported  in  1922  by  Woltman  and 
later  by  Godtfredson.*'^'  In  34  per  cent  the  ini- 
tial presentation  was  neurologic’"’  with  the  central 
nervous  system  involved  at  some  point  in  50  per 
cent.’^  Cranial  nerves  of  the  middle  fossa  are 
susceptible  because  of  spread  of  the  malignant 
process  through  the  foramen  lacerum,  which  is 
close  proximity  to  the  fossa  of  Rosenmiiller,  the 
site  of  origin  of  the  majority  of  these  malignant 
tumors.  Involvement  of  cranial  nerves  5,  6 and  7 
resulting  in  pain  or  numbness  of  the  face,  diplo- 
pia, and  facial  palsy  are  the  most  frequent  symp- 
toms. As  the  tumor  spreads  forward,  the  3rd,  4th 
and  2nd  cranial  nerves  become  involved.  The 
facial  nerve  generally  is  involved  in  the  neck  after 
it  emerges  from  the  stylomastoid  foramen.”’ 
The  8th  nerve  is  also  frequentlv  implicated, 
either  with  sudden  or  progressive  deafness  and 
tinnitus  or,  less  often,  vertigo  and  uncoordination. 
The  last  four  cranial  nerves  are  affected  as  they 
pass  through  the  parapharyngeal  space  in  prox- 
imity to  the  lateral  nasopharyngeal  wall  (not  in- 
tracranially).  Unilateral  involvement  is  the  rule  at 
the  onset,  but  involvement  of  the  opposite  side 
eventually  occurs  in  the  majority  of  patients.  The 
course  of  cranial  nerve  involvement  is  esentially 
progressive,  but  cranial  nerve  involvement  may 
not  follow  a pattern  dependent  upon  anatomic 
contiguity.  In  one  study,  five  of  eleven  cases  had 


unilateral  multiple  cranial  nerve  involvement 
exclusively.  Skull  x-ray  films  with  base  views  are 
abnormal  in  only  38  per  cent  of  patients  with 
abnormalities  most  frequently  involving  the  fora- 
men lacerum,  foramen  ovale,  and  floor  of  the 
dorsum  sellae.  Axial  CT  scan  can  be  negative 
where  coronal  views  demonstrated  the  tumor. 
Metastasis  to  the  brachial  plexus,  vertebral 
bodies,  cervical  lymph  chain,  vault  of  the  skull, 
lungs,  liver,  and  pancreas  are  described.  A 
nasopharyngeal  biopsy  should  be  done  in  all  cases 
of  multiple  cranial  nerve  palsies  of  unknown 
etiology  or  when  NPM  is  suspected.  A positive 
biopsy  was  obtained  in  several  cases  only  at  the 
third  attempt. 

Finally  we  come  to  sarcoidosis.  Sarcoid,  a mul- 
tisystem granulomatous  disorder  of  unknown 
cause,  most  commonly  affects  young  adults  and 
presents  most  frequently  with  bilateral  perihilar 
lymphadenopathy,  pulmonary  infiltrates,  and 
skin  or  eye  lesions.  The  Kveim-Siltzback  skin  test 
is  positive  in  four-fifths  of  patients,  and  serum 
angiotensin  converting  enzyme  (ACE)  is  in- 
creased in  60  per  cent  of  patients.”*  Colover  in 
1948  published  the  first  large  series  of  neurosar- 
coidosis cases.”*  No  part  of  the  nervous  system  is 
spared,  but  the  cranial  and  peripheral  nerves  are 
the  most  common  sites  affected."”  Neurologic  in- 
volvement occurs  in  approximately  five  per  cent 
of  patients  with  sarcoidosis.  Patients  usually  have 
other  stigmata  of  sarcoid,  but  the  nervous  system 
may  be  affected  exclusively.  Basal  granulomatous 
meningitis  causes  most  of  the  CNS  manifestations 
either  by  infiltration  or  compression  of  adjacent 
structures.  The  facial  and  optic  nerve  are  most 
frequently  involved  with  facial  nerve  palsy  occur- 
ring in  50  per  cent  of  cases  and  often  spon- 
taneously resolving.^’  Any  combination  of  cranial 
nerve  involvement  may  occur.  Oculomotor  nerve 
involvement,  if  not  secondary  to  increased  in- 
tracranial pressure  or  invasion  of  the  orbit,  is 
otherwise  rare.  The  trigeminal  nerve  is  frequent- 
ly involved.  The  eighth  nerve  and  lower  cranial 
nerves  are  also  commonly  involved.  Spinal  nerves 
as  single  or  multiple  nerves  or  symmetric 
polyneuropathy  may  be  affected. Sarcoid 
polyneuropathy  is  rare  and  results  from  direct 
infiltration  by  sarcoid  granulomas.  Axonal  de- 
generation may  result  from  angitis  and  com- 
pression by  perineural  sarcoid  granuloma. The 
spinal  cord  can  be  affected  either  by  intra-  or 
extramedullary  granulomas.  Cerebral  sarcoido- 
sis results  in  seizures  (focal  or  generalized),  motor 
or  sensory  hemiplegia,  or  homonymous  field  de- 
fect. Hydrocephalus  of  the  obstructive  type  may 


498 


Rhode  Island  Medical  Journal 


occur.  The  hypothalamus  and  optic  chiasm  are 
frequently  involved  by  sarcoid  tissue  either  ex- 
tending as  a solid  mass  or  as  scattered  granulo- 
mata  in  the  suprasellar  region  to  involve  either 
the  hypothalamus,  manifesting  as  diabetes  insipi- 
dus, hypothermia,  somnolence,  or  obesity,  or  the 
optic  chiasm  manifested  by  bitemporal  field  de- 
fects or  optic  atrophy.  Meningitis  with  pleocyto- 
sis, low  CSF  sugar,  increased  CSF  protein,  and 
increased  IgG  may  occur.  Myopathy  is  also  a com- 
plicating feature  of  this  disease. 

Ocular  involvement  occurs  in  approximately 
30  per  cent  of  histologically  confirmed  cases  of 
sarcoid.  Examination  for  sarcoid  is  not  complete 
unless  a slit  lamp  examination  is  performed. 
Uveitis  occurs  in  approximately  one  quarter  of 
patients  with  sarcoid.  Anterior  uveitis  may 
obscure  fundus  visualization  and  is  the  most  fre- 
quently observed  ocular  complication  of  sarcoid. 
Residual  damage  such  as  lens  opacity,  glaucoma, 
and  blindness  occur  in  the  majority  of  patients 
with  chronic  uveitis.  Additionally,  conjunctivitis, 
corneal  calcification  (band  keratopathy),  loss  of 
corneal  sensation,  iritis,  and  sarcoid  of  the  orbit 
may  occur.  Optic  nerve  involvement  either  from 
granuloma,  papilledema,  or  optic  neuritis  may 
occur.  Retinal  and  vitreous  hemorrhages  as  well 
as  ophthalmoplegia  with  bilateral  six  nerve  pal- 
sies have  been  described.  Chorioretinitis,  de- 
scribed as  candlewax  retinitis,  is  characteristic  of 
sarcoid.  An  Argyl-Robertson  pupil  with  minimal- 
ly impaired  vision  similarly  may  occur. 

Chest  x-ray  findings  are  positive  in  more  than 
90  per  cent  of  patients  with  ocular  evidence  of 
sarcoidosis.  Neurosarcoid  has  a mortality  of  10 
per  cent,  which  is  twice  the  overall  mortality  of 
sarcoidosis.  Cardiac  involvement  is  seen  in  ap- 
proximately 20  per  cent  of  patients  with  arrhyth- 
mias and  heart  block  occurring  in  30  per  cent  of 
this  group. 

In  conclusion,  if  one  considers  only  the  neuro- 
logic aspects  of  this  case,  the  evidence  favors  a 
diagnosis  of  NPM.  However,  as  one  looks  at  the 
protocol,  several  subtle  seemingly  unrelated  fea- 
tures surface.  These  include  a history  of  arthritis, 
history  of  supraclavicular  “tumor”  removed  35 
years  ago,  splenomegaly,  decreased  WBC,  re- 
versed albumin/globulin  ratio,  abnormal  liver 
function  tests,  abnormal  nerve  condition  studies 
consistent  with  peripheral  neuropathy,  and, 
perhaps  most  compelling,  ophthalmologic 
abnormalities  compatible  with  sarcoid  and  not 
described  in  association  with  NPM.  I conclude 
that  the  patient  had  neurosarcoidosis.  1 believe 
that  the  stroke  sidfered  during  his  last  admission 


Fig  1:  Cavernous  sinus  — poorly  differentiated 
squamous  cell  carcinoma  with  perineural  invasion. 
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Fig  2;  Cavernous  sinus  — immunoperoxidase  staining 
demonstrating  keratin  positivity  (arrow)  in  tumor  cells. 
X160 


was  embolic  in  nature  and  may  possibly  be  related 
to  cardiac  involvement  by  sarcoid.  Slit  lamp  ex- 
amination and  biopsy  of  the  nasopharvnx  and 
liver  would  have  been  helpful  in  making  a posi- 
tive diagnosis  for  NPM  or  sarcoid. 


Pathological  Discussion 

Bruce  Coles,  DO:  Postmortem  examination  re- 
vealed a poorly  differentiated  squamous  cell  car- 
cinoma involving  the  basal  cranial  cavity  and 
brainstem,  fhere  was  extensive  tumor  infiltra- 
tion of  the  right  base  of  the  skull  involving  the 
spenoid  wing,  petrous  portion  of  the  temporal 
bone,  as  well  as  the  spenoid  and  cavernous  sinus 
(Fig  1).  Immunoperoxidase  stains  for  keratin 
were  positive  (Fig  2),  while  stains  for  cytokeratin, 
S-l()(),  and  vimentin  were  negative,  confirming 
the  squamous  cell  nature  of  the  tumor. 

I he  right  ventral  brainstem  was  studded  with 


November,  1985  — \’ol.  68 


499 


firm,  tan-white  tumor  plaques  which  extended 
from  the  mid-pons  caudally  to  the  pontomedul- 
lary  junction.  The  right  fifth  nerve  was  thickened 
by  tumor,  and  the  ipsilateral  sixth,  seventh, 
eighth,  ninth,  and  tenth  nerves  were  also  grossly 
involved.  A 1.5  cm  mass  compressed  the  right 
hemipons  with  distortion  of  the  fourth  ventricle. 

Microscopic  examination  demonstrated  lep- 
tomeningeal  and  perivascular  tumor  with  near 
total  replacement  of  the  base  of  the  pons  and 
intermixed  areas  of  infarction  and  necrosis. 
There  was  perineural  and  intrafascicular  tumor 
in  the  above-cited  cranial  nerves  as  well  as  in  the 
twelfth  cranial  nerve.  Additionally,  there  was 
secondary  degeneration  of  the  descending  fibers 
of  the  corticospinal  tracts,  spinal  tract  of  five,  the 
central  tegmental  fibers,  and  the  ascending  me- 
dial sensory  fibers  in  the  midbrain.  Examination 
of  supratentorial  structures  revealed  only  scat- 
tered intraventricular  tumor  deposits  in  the  left 
lateral  ventricle. 

Although  gross  examination  of  the  tongue, 
pharynx,  and  larynx  showed  no  obvious  tumor 
masses,  the  distribution,  pattern  of  spread,  and 
histology  are  consistent  with  a tumor  of 
nasopharyngeal  or  nasal  sinus  cavity  origin. 

Additional  findings  included  chronic  bronchi- 
tis with  bronchiectasis,  mucous  stagnation,  and 
marked  pulmonary  congestion  accompanied  by 
cardiomegaly  and  biventricular  dilatation.  There 
was  advanced  micronodular  cirrhosis  and  con- 
gestive splenomegaly.  The  terminal  mechanism 
of  death  was  respiratory  failure  with  superim- 
posed sepsis. 

Doctor  Finelli  has  thoroughly  presented  the 
subject  of  nasopharyngeal  carcinoma;  however,  I 
would  like  to  emphasize  that,  as  is  evident  in  this 
case,  the  usual  mode  of  dissemination  of  these 
tumors  is  by  spread  to  continguous  structures. 
More  than  25  per  cent  of  nasopharyngeal  carci- 
nomas, for  example,  invade  into  or  through  the 
base  of  the  skull,  often  with  extension  into  the 
sphenoid  sinus,  cavernous  sinus,  and  basal  skull 
foraminae  resulting  in  cranial  involvement. 

Carcinomas  of  the  paranasal  sinuses  comprise 
approximately  0.2  to  2.0  per  cent  of  all  carcino- 
mas, and  0.3  per  cent  of  all  these  tumors  arise  in 
the  sphenoid  sinus.  Harbison  et  al  discussed  42 
cases  of  spenoid  sinus  carcinomas  reported  in  the 
English  literature.  These  tumors  predominate  in 
males  (2:1)  with  a peak  incidence  in  the  sixth 
decade,  and  squamous  cell  carcinoma  is  the  most 
frequent  cell  type.  Presenting  symptoms  include 
headache,  facial  pain,  paresthesia,  and  proptosis, 
and  patients  often  develop  neuro-ophthal- 


mologic  signs.  Sphenoid  sinus  carcinomas  may  be 
confused  clinically  with  nasopharyngeal  tumors, 
but  they  are  much  less  apt  to  involve  the  lower 
cranial  nerves  (six  of  42  cases). 

Anatomical  Diagnosis 

Poorly  differentiated  squamous  cell  carcinoma, 
probably  of  nasopharyngeal  or  nasal  sinus  origin 
with  local  epidural,  leptomeningeal,  and  intra- 
parenchymal  pontine  extension. 

References 

' Morris  J(JL,  Joffe  R;  Perineural  spread  of  cutaneous  basal  and 
squamous  cell  carcinoma.  Arch  Neurol  40:424-429,  1983. 
Pardo-Mindan  F|,  Delgado  C.,  Ezcudia  J,  et  al:  Delayed  cerebral 
radionecrosis  following  treatment  of  basal  cell  carcinoma.  Arch 
Neurol  36:382-383,  1979. 

* ChengVST,  Schulz  MD:  Unilateral  hypoglossal  nerve  atrophy  as 
a late  complication  of  radiation  therapy  of  head  and  neck  carci- 
noma. Cancer  35:1537-1544,  1975. 

■*  Berger  PS,  Bataini  JP:  Radiation-induced  cranial  nerve  palsy. 
Cancer  40:152-155,  1977. 

^ Case  Record  of  Massachusetts  General  Hospital  (Case  40-1983): 
N Engl  J Med  309:843-850,  1983. 

® Olson  ME,  Chernik  NL,  Posner  JB:  Infiltration  of  the  lep- 
tomenges  by  systemic  cancer:  a clinical  and  pathologic  study. 
Arch  Neurol  30:122-137,  1974. 

’ Clark  E:  Cranial  and  intracranial  myeloma.  Brain  76:61-81, 
1954. 

**  Greenberg  HS,  Deck  MDF,  Vhkram  B,  et  al:  Metastasis  to  the  base 
of  the  skull:  Clinical  findings  in  43  patients.  Neurolog)’  31:530- 
537,  1981. 

® Coppola  RJ,  Solanga  VD:  Metastatic  prostatic  adenocarcinoma  to 
the  temporal  bone.  Neurology  30:311-315,  1980. 

Hershaut  Y,  Glade  P,  V'ierira  LO,  et  al:  Sarcoidosis,  another 
disease  associated  with  serologic  evidence  for  herpes-like  virus 
infection.  N Engl  J Med  283:502-505,  1970. 

" Hockberg  FH,  Miller  G,  Schooley  RT,  et  al:  Central  nervous 
system  lymphoma  related  to  Epstein-Barr  virus.  N Engl  J Med 
309:745-748,  1983. 

Woltman  H\V:  Malignant  tumors  of  the  nasopharynx  with  in- 
volvement of  the  nervous  system.  Arch  Neurol  Psychiatry  8:412- 
429,  1922. 

'*  Godtfredsen  E:  Ophthalmologic  and  neurologic  sympoms  of 
malignant  nasopharvneal  tumors.  Acta  Otolarvng  (Stockholm) 
59:19-323  (Suppl.),  1944. 

TurgmanJ,  BrahamJ,  Modan  B,  et  al:  Neurologic  complications 
in  patients  with  malignant  tumors  of  the  nasopharynx.  Eur 
Neurol  17:149-154,  1978. 

Rosenbaum  HE,  Seaman  \VB:  Neurologic  manifestations  of 
nasopharyngeal  tumors.  Neurolog)’  5:868-874,  1955. 

Thomas  JE,  Waltz  AG:  Neurologic  manifestations  of  nasopha- 
ryngeal tumors.  JAMA  192:103-106,  1965. 

Riggs  HE,  Rupp  C,  Ray  H,  et  al:  Cranial  nerve  syndromes  associ- 
ated with  nasopharyngeal  malignancy.  Arch  Neurol  Psychiatry 
77:473-482,  1957. 

James  DG:  Systemic  diseases  of  unproved  etiology.  In:  Wyngar- 
den  JB,  Smith  LH  (eds.)  Textbook  of  Medicine,  \VB  Saunders 
Company,  p.  1891,  1982. 

Colover  J:  Sarcoidosis  with  involvement  of  the  nervous  system. 
Brain  71:451-475,  1948. 

Jefferson  M:  Sarcoidosis  of  the  nervous  system.  Brain  80:540- 
555,  1957. 

Delaney  P:  Neurologic  manifestations  in  sarcoidosis.  Ann  Int 
Med  87:336-345,  1977. 

Matthews  WB:  Neurosarcoidosis.  In:  X'inken  PJ,  Brugn  GW 
(eds)  Handbook  of  Clinical  Neurology,  \’ol.  38,  Amsterdam: 
North  Holland  Publishing,  p.  521,  1979. 

01  SJ:  Sarcoid  Polyneuropathy:  A histologically  proved  case. 
Ann  Neurol  7:178-181,  1980.  ' ■ 


500 


Rhode  Island  Medical  Journal 


Robitussin 


Bobltussln  and  codalna 

Each  5 ml  ( I teaspoonlul)  contains 
GuoilenesiaUSP  100  mg 

Codeine  Phosphate  USP  10  mg 

( Warning  May  he  habit  forming) 
Alcohol  3 5 percent 
In  a palatable  aromatic  syrup 


The  expectorant  action 
of  guaifenesin  plus  the 
Advantage  of 
Codeine! 


Pharmaceutical  Division,  Richmond,Virginia  23261-6609 

c A H Robins  Company  1985 


November,  1985  — Vol.  68 

1 


501 


New  Medical  Center 
Under  Construction 

near  Women  & Infants  and  RI  Hospital 


Foreseeable  Development,  a newly-formed 
Providence  business  partnership,  announces 
construction  of  a $2.25  million  medical  office 
complex  on  Plain  Street  in  Providence,  adja- 
cent to  Rhode  Island  Hospital  and  the  new 
Women  and  Infants  Hospital. 

This  facility  will  be  named  Parsons  Medical 
Center  in  honor  of  Dr.  Usher  Parsons,  noted 
nineteenth  century  Providence  physician,  one 
of  the  organizers  of  the  American  Medical 
Association,  founder  of  the  Providence  Medi- 
cal Association,  and  the  leader  of  the  effort  that 
resulted  in  the  establishment  of  Rhode  Island 
Hospital  in  1868. 

The  cornerstone  of  this  project  is  a new  $ 1 .85 
million  medical  office  building  situated  at  the 
northeast  corner  of  Plain  and  Crary  Streets. 
The  size  of  this  four  story  structure,  including 
basement-level,  enclosed  parking,  is  32,000 
square  feet.  The  building,  which  will  contain 
fifteen  office  suites,  is  situated  on  a rise  of  land 
overlooking  Interstate  95  and  will  possess  a 
commanding  view  of  Downtown  Providence 
and  the  inner  harbor. 

Foreseeable’s  initial  effort  will  also  include 
$400,000  in  renovations  to  four  existing  struc- 
tures—two  three-family  dwellings,  a retail  store, 
and  an  historic  structure  at  the  corner  of  Plain 


and  Emmett  Streets  built  in  1 895  as  a Swedish 
Baptist  Church.  The  church  facade  and  the 
store  will  undergo  historic  restoration. 

The  partnership  is  made  up  of  four  well 
known  Providence  entrepreneurs:  Paul  R. 
Campbell,  library  director  of  the  Rhode  Island 
Historical  Society  and  co-author  of  a highly 
acclaimed  history  of  Providence.  Vincent  A. 
Cianci,  Jr.,  former  Mayor  of  Providence, 
developer  and  practicing  attorney.  Patrick  T. 
Conley,  professor  of  history  at  Providence  Col- 
lege, attorney,  and  co-author  (with  Campbell) 
of  the  history  of  Providence,  and  Fernando  S. 
Cunha,  attorney  and  building  contractor. 

The  architect  for  the  project  is  Castellucci- 
Galli  Corporation  of  Providence;  the  general 
contractor  is  Bacon  Construction  of  Pawtucket; 
and  the  financing  for  the  new  building  is  being 
provided  by  Woonsocket  Savings  and  Trust. 
The  anticipated  completion  date  for  all  struc- 
tures is  March  15,  1986. 

This  exciting  project  is  Phase  I of  a contem- 
plated $6  million,  three-phase  plan  for  the 
hospital  area  that  will  also  include  commercial 
and  residential  construction. 


For  a FREE  Brochure  and 
Further  Information  call  861-5656  or  272-0500 
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Indications  for  CT  Scanning  in 
Benign  Head  Trauma 


A Liberal  Policy  Toward  CT  Evaluations  of  Head  Trauma  May  Be  Well  Worth 
Considering 


Toussaint  A.  Leclercq,  MD 
Rosalie  Bolton,  RN 


Based  on  studies  for  the  period  1974-1976,  the 
number  of  head  injuries  occurring  in  the  United 
States  has  been  estimated  at  8,000,000  annually.^ 
Of  these,  400,000  are  hospitalized.^  Because  of 
the  high  cost  of  demographic  research  and 
budget  constraints,  more  recent  statistics  for  the 
United  States  are  not  available.^  Despite  these 
impressive  numbers,  standards  for  the  manage- 
ment of  “benign”  head  trauma  remain  to  be 
established  and  the  long-term  fate  of  such  pa- 
tients has  yet  to  be  determined.  In  an  informal 
review  of  head  trauma  and  computed  tomogra- 
phy (CT)  in  Rhode  Island,  the  majority  of  hospi- 
tals w'ere  found  to  have  no  established  policy. 
Criteria  for  admission  for  mild  head  trauma  re- 
main unsettled.  While  some  have  advocated  24  or 
48  hours  observation,  due  to  late  admission  and 
early  discharge,  the  24-hour  period  is  not  always 
observed.'^  Because  many  patients  with  brief  loss 
of  consciousness  are  sent  home  without  admis- 
sion, the  number  of  admissions  for  benign  head 
trauma  does  not  reflect  the  real  number  of  brain 
concussions  that  are  seen  in  emergency  rooms. 
According  to  a study  conducted  by  Rimel  et  al, 
“No  benefit  was  derived  from  precautionary 
admission  of  patients  with  Class  1 level  of  con- 
sciousness without  skull  fracture.  Class  1 patients 
respond  immediately  to  questions,  mav  be  dis- 


Toiissaint  A.  Leclercq,  MI),  is  N eurosurgeoyi-in-Chief , 
St.  Joseph  Hospital,  Providence,  Rhode  Island. 

Rosalie  Holton,  RX,  is  Patient  Service  Coordinator, 
Xeurosurgical  Floor,  St.  Joseph  Hospital,  Providence, 
Rhode  Island. 


oriented  or  confused,  and  follow  complex 
commands.”^’  ® 

The  value  of  CT  scanning  for  patients  with 
head  trauma  and  normal  neurological  findings 
has  been  reported.'’®  The  need  to  perform 
routine  CT  studies  of  head  trauma  patients  has 
not  been  accepted  widely,  however,  and  major 
series  are  reported  without  CT  evaluation.®  Some 
observers  have  discounted  the  value  of  CT  in 
patients  without  neurological  deficits. 

The  yield  of  CT  in  some  series  was  considered 
to  be  low’  because  the  abnormal  findings  did  not 
lead  to  immediate  surgical  treatment.  In  a study 
of  270  “alert”  patients,  French  et  al  found  a 13 
per  cent  incidence  of  abnormalities  while  none 
required  operation.  Although  in  many  cases 
asymptomatic  hematomas  do  not  require  surgical 
treatment,  the  long-term  results  in  such  patients 
raise  reasons  for  concern.  We  present  a series  of 
patients  in  whom  we  believe  early  CT  scanning 
was  paramount  in  early  evaluation  and  long-term 
follow-up. 

Case  Reports 

Between  April  1981  and  April  1982,  400  patients 
with  head  trauma  were  seen  at  the  St.  Joseph 
Hospital  Emergency  Department,  and  101  were 
admitted  following  the  initial  evaluation.  Of  these 
101  cases,  70  presented  with  intracranial  hemato- 
mas (42  subdural,  16  epidural,  and  12  intracere- 
bral) requiring  surgical  intervention. 

4 he  present  paper  reviews  1 1 patients  with 
intracerebral  hematomas  without  neurological 
deficit.  No  initial  loss  of  consciousness  was  found 
in  eight  cases.  Ehree  j)atients  could  not  remem- 
ber the  accident,  although  according  to  witnesses 
they  had  sustained  no  significant  loss  of  con- 
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sciousness.  One  patient,  admitted  with  a normal 
neurological  examination,  presented  a grand  mal 
seizure  while  waiting  for  CT  studies  and  was  sub- 
sequently admitted.  Except  for  this  patient,  all 
were  admitted  to  the  neurosurgical  ward  only 
after  CT  revealed  an  intracranial  lesion.  In- 
tracerebral bleeding  was  found  by  CT  in  all  pa- 
tients. Two  patients  presented  with  two  in- 
tracerebral hemorrhages  while  one  patient  had 
three  anatomically  distinct  intracerebral  hemato- 
mas. In  three  cases  a subdural  hematoma  was 
combined  with  the  intracerebral  bleeding.  Of 
these,  one  patient  required  a craniotomy  to 
evacuate  the  subdural  collection  following  subse- 
quent neurological  deterioration. 

Except  for  the  case  presenting  with  a grant  mal 
seizure,  the  remaining  ten  patients  would  not 
have  been  admitted  if  it  were  not  for  the  abnor- 
mal CT  findings.  Before  the  widespread  use  of 
computed  tomography,  the  benign  initial  pre- 
sentation would  not  have  indicated  further 
neuroradiological  testing  such  as  angiography, 
and  the  organic  lesions  would  have  been  missed. 
Such  patients  would  have  been  released  from  the 
emergency  room  with  the  diagnosis  of  benign 
brain  concussion.  Of  400  admissions  for  head 
trauma,  70  patients  had  surgically  significant  le- 
sions and  1 1 had  asymptomatic  hematomas.  The 
asymptomatic  cases  represented  2.6  per  cent  of 
the  total  admissions  and  15  per  cent  of  all  in- 
tracranial hematomas. 

Because  of  our  concern  for  possible  long-term 
sequelae  of  head  trauma,  these  patients  were  fol- 
lowed and  CT  studies  repeated  one  year  later. 
Repeat  CT  evaluations  revealed  that  an  area  of 
atrophy  was  present  at  the  level  of  the  previously 
diagnosed  intracerebral  hematoma  (Figures  1 
and  2),  indicating  organic  brain  damage.  Of  the 
1 1 cases,  one  patient  was  retired  at  the  time  of 
injury.  Although  he  had  returned  to  his  family, 
he  required  constant  supervision  and  continued 
to  present  behavioral  disturbances.  He  could  not 
resume  his  normal  daily  activities  and  in  particu- 
lar was  not  allowed  to  drive  an  automobile.  Of  the 
ten  patients  gainfully  employed  at  the  time  of  the 
trauma,  five  remained  disabled  at  one  year  fol- 
low-up. 


Discussion 

Although  it  may  be  impractical  to  perform  CT 
studies  on  all  head  trauma  cases,  a more  liberal 
policy  may  well  be  worth  considering.  While  the 
justification  for  admission  after  brain  concussion 
is  unsettled,  the  potential  legal  implications  of 
non-admission  must  be  considered.  The  cost  of 


Fig  1 : Initial  CT  following  trauma  reveals  intracerebral 
hematoma. 


Fig  2;  One  year  post  trauma,  the  intracerebral  hemor 
rhage  is  replaced  by  an  area  of  brain  atrophy. 
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CT  evaluation  is  high,  but  remains  well  below  that 
of  a routine  24  or  48  hour  admission.^  Overnight 
observation  in  the  trauma  unit  of  an  emergency 
room  is  not  less  costly  than  a one-day  inpatient 
stay  in  a hospital  ward.'^ 

In  Rhode  Island,  a review  of  charges  in  the  two 
major  hospitals  with  neurosurgical  units  revealed 
that  one  day  of  hospitalization  ranges  between 
$212  and  $224,  while  charges  for  CT  scanning 
are  between  $120  and  $166.  It  may  be  cost  effec- 
tive to  consider  CT  study  as  an  alternative.  Less 
expensive  procedures  such  as  skull  x-ray  films 
have  been  discredited.^® 

The  value  of  the  early  diagnosis  of  organic 
intracerebral  pathology  has  been  demon- 
strated.*^ Reviewing  the  role  of  CT  evaluation  in 
head  trauma,  Sautreaux  found  39  cases  which 
presented  with  no  significant  neurological  def- 
icit. If  it  were  not  for  abnormal  CT  findings,  these 
cases  would  not  have  been  subjected  to  neuro- 
radiological  evaluation.  Our  results  are  consistent 
with  these  data.  It  is  clear,  however,  that  as  was 
the  case  in  our  patient  with  subdural  hematoma 
who  later  deteriorated,  early  neurosurgical  in- 
tervention results  in  increased  survival.  The  mor- 
tality of  epidural  hematoma  declined  from  16  to 
18  per  cent  in  Sautreaux’s  series  after  introduc- 
tion of  computed  tomography.*^ 

Rimel  states,  “The  most  important  finding 
from  this  study  is  a large  number  of  patients  with 
minor  head  injury  who  were  experiencing  diffi- 
culties with  their  lives  three  months  after  the  in- 
jury.” She  further  notes  that,  “The  head  injury  in 
many  of  these  patients  is  much  more  significant 
than  was  assumed  in  the  past.”®  These  data  are 
confirmed  by  our  series,  in  which  50  per  cent  of 
patients  suffered  long-term  disability. 

Conclusion. 

The  full  severity  of  head  injury  cannot  be  estab- 
lished without  the  information  provided  by  CT 
evaluation.  Since  many  patients  will  continue  to 
be  sent  home  or  admitted,  observed,  and  dis- 


charged without  the  benefit  of  CT,  the  existence 
of  asymptomatic  hematomas  and  their  possible 
long-term  secondary  brain  damage  is  empha- 
sized. As  shown  in  our  series,  the  incidence  of 
intracranial  hematomas  with  normal  neurologi- 
cal examination  is  not  negligible.  When  otherwise 
faced  with  continued  complaints  and  disability, 
CT  may  be  the  most  effective  test  to  reveal  the 
organic  brain  damage  associated  with  minor  head 
trauma. 
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IgD  Myeloma  with  Plasma  Cell  Leukemia 


I Concurrence  of  Two  Unusual  Entities  Is  Rare 

[ 


Michael  L.  Linenberger,  MD 
Robert  E.  Knisley,  MD 


Multiple  myeloma  is  the  most  common  of  the 
M-component  diseases,*  and  is  characterized  by 
the  specific  type  of  immunoglobulin  secreted  by  a 
neoplastic  clone  of  plasma  cells.  The  M- 
component  can  be  immunoglobulin  heavy  chain 
class  (IgG,  IgA,  IgM,  IgD,  IgE),  heavy  chain  sub- 
class (IgGi-IgG4),  or  light  chain  type  (kappa, 
lambda).  Immunoglobulin  G is  found  most  fre- 
quently (59  per  cent),  followed  by  IgA  (23  per 
cent),  light  chain  (17  per  cent),  and  IgD  (1  per 
cent).^  Immunoglobulin  E and  IgM  myeloma  are 
exceedingly  rare.  “Nonsecretory  myeloma”  is 
also  quite  unusual,  accounting  for  less  than  one 
per  cent  of  cases. ^ IgG  and  IgA  myelomas  are 
associated  with  kappa  light  chain  60  per  cent  of 
the  time  and  lambda  light  chain  30  per  cent.  Light 
chain  myeloma  is  equally  divided  between  kappa 
and  lambda  types. 

Generally,  the  disease  process  in  myeloma  is  a 
result  of  the  infiltration  of  tissue  by  malignant 
plasma  cells  and  an  associated  protein  disorder. 
The  protein  disorder  is  due  to  an  accumulation  of 
M-component  of  monoclonal  type,  and  can  be 
manifested  clinically  as  the  hyperviscosity  syn- 
drome, cryoglobulinemia,  coagulopathy,  and 
accelerated  destruction  of  blood  elements  sec- 
ondary to  antibody  coating  by  M-components. 
More  specific  consequences  in  myeloma  include 
amyloidosis  and  its  complications  (especially  IgD, 
IgA,  and  lambda  light  chain),  renal  failure  (espe- 
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dally  IgD  and  lambda  light  chain),  and  reduction 
of  normal  immunoglobulins  with  increased  infec- 
tions (especially  IgG,  IgD,  and  the  light  chains). 
Plasma  cell  proliferation  manifests  itself  as  bone 
marrow  infiltration  and  can  result  in  anemia, 
osteoporosis,  osteolytic  lesions,  and  hypercalce- 
mia. Extramedullary  plasmacytomas  are  less 
common  and  include  infiltration  in  lymph  nodes, 
liver,  and  spleen.^  These  are  usually  a late  or 
postmortem  finding.  Plasma  cell  leukemia  is  an 
unusual  and  clinically  distinct  manifestation  of 
multiple  myeloma.  It  is  diagnosed  by  a peripheral 
blood  smear  with  greater  than  20  per  cent  plasma 
cells  and  more  than  2,000  absolute  plasma  cells 
per  cubic  millimeter,  in  conjunction  with  a plas- 
ma cell  neoplastic  process.^  Approximately  one  to 
two  per  cent  of  myeloma  patients  will  present 
with  primary  plasma  cell  leukemia,  according  to 
the  most  extensive  reviews.'*’  ^ Smaller  reviews 
place  the  incidence  from  2.6  to  1 1 per  cent.®  *^ 
Previously  diagnosed  myeloma  may  evolve  into 
or  terminate  in  plasma  cell  leukemia.  The  inci- 
dence of  this  sequence  is  one  to  two  per  cent.^’  ® 

The  diagnosis  of  multiple  myeloma  relies  on 
documentation  of  plasma  cell  infiltration  and  the 
quantitative  levels  of  immunoglobulins.^  Major 
criteria  include;  (1)  plasmacytosis  on  tissue  biop- 
sy; (2)  bone  marrow  plasmacytosis  of  more  than 
30  per  cent,  and  (3)  M-component  of  IgG  of  more 
than  3.5  g/dL,  IgA  of  more  than  2.0  g/dL,  or  light 
chain  excretion  of  more  than  1 .0  g per  day.  Minor 
criteria  include:  (1)  lytic  bone  lesions,  (2)  M- 
component  less  than  the  above  designated  levels, 
(3)  bone  marrow  plasmacytosis  of  1(3-30  per  cent, 
and  (4)  decreased  normal  immunoglobidin 
levels.  Diagnosis  requires  a major  M-component 
level  in  a symptomatic  patient. 

Glinical  staging  of  myeloma  relies  on  the  level 
of  the  M-component,  the  degree  of  anemia  and 
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skeletal  involvement,  and  the  serum  calcium.^ 
Recently  the  level  of  serum  beta  2-microglobulin 
has  been  used  as  a marker  of  plasma  cell  tumor 
mass  and  has  been  shown  to  correlate  with  the 
stage  of  the  disease  and  survival.^  Plasma  cell 
morphology  has  also  been  shown  to  be  an  impor- 
tant independent  variable  in  the  myeloma  stage 
and  the  course  of  the  diseased^  The  clinical  pre- 
sentation and  the  course  of  multiple  myeloma  can 
be  quite  diverse,  depending  upon  the  M- 
component  and  the  degree  of  plasma  cell  infiltra- 
tion. 

In  this  paper,  we  present  a patient  with  IgD 
myeloma  terminating  in  plasma  cell  leukemia. 
These  two  distinct  entities  are  exceedingly  rare 
within  the  spectrum  of  multiple  myeloma.  Only  a 
handful  of  cases  of  this  combination  have  been 
previously  reported,  and  these  will  be  reviewed. 
The  unique  features  of  each  will  also  be  dis- 
cussed. 

Case  Report 

A 71 -year-old  white  male  presented  in  February 
1983  for  an  evaluation  of  an  anemia.  Past  medical 
history  included  congestive  heart  failure,  stable 
angina,  bronchitis,  and  iron  deficiency.  The 
physical  examination  examination  was  unre- 
markable. The  initial  hemoglobin  was  11.1  g/dL; 
hematocrit  31.3  per  cent;  white  blood  count 
9,300  with  30  per  cent  neutrophils,  59  per  cent 
lymphoctyes,  1 per  cent  monocytes,  and  9 per 
cent  eosinophils;  platelet  count  120,000;  and  re- 
ticulocyte count  .03  per  cent.  The  peripheral 
blood  smear  revealed  some  of  the  lymphocytes  to 
have  plasmacytoid  features.  The  bone  marrow 
contained  30  per  cent  atypical  plasma  cells. 
Serum  protein  electrophoresis  did  not  demon- 
strate M-component,  but  the  beta  peak  was  twice 
normal.  The  serum  Immunoelectrophoresis  was 
abnormal  with  a lambda  type  M-component  and 
decreased  IgG  at  600  mg/dL.  The  urine  im- 
munoelectrophoresis  indicated  a lambda  Bence 
Jones  M-component.  Serum  calcium  and  creati- 
nine were  normal,  while  the  uric  acid  was  ele- 
vated at  12.1  mg/dL.  Skeletal  survey  x-ray  films 
showed  demineralization,  but  no  lytic  lesions. 
The  patient  complained  of  back  pain. 

He  was  treated  initially  with  monthly  cycles  of 
prednisone  and  melphalan.  Within  three  months 
the  hemoglobin  rose  to  normal,  and  the  platelet 
count  stabilized  at  130,000-150,000.  The  white 
count  ranged  from  3,200-5,000  with  50-55  per 
cent  neutrophils  and  40-45  per  cent  lymphocytes. 
Lambda  Bence  Jones  proteinuria  was  still  present 
one  year  after  diagnosis.  Serum  protein  studies  at 


this  time  revealed  a persistently  elevated  beta 
globulin  at  1 .5  g/dL.  IgG  was  at  the  lower  limits  of 
normal  at  700  mg/dL.  IgA  and  IgM  were  both  low 
at  40  mg/dL  each,  and  there  was  still  no  detectable 
serum  M-component. 

In  June  1984  the  patient  was  found  to  be  pan- 
cytopenic  with  a hemoglobin  of  1 1.4  g/dL,  white 
count  of  2,600,  and  platelet  count  of  90,000.  As 
the  blood  counts  failed  to  improve  on  a decreased 
monthly  dose  of  melphalan,  the  patient  was  given 
a five-day  course  of  cyclophosphamide  in 
September.  In  October  1984  the  hemoglobin  fell 
to  8.7  g/dL;  white  count  was  9,600  with  26  per 
cent  neutrophils,  66  per  cent  lymphocytes,  2 per 
cent  monocytes,  3 per  cent  eosinophils,  and  2 per 
cent  blastforms;  and  the  platelet  count  was 
57,000.  At  this  point  the  serum  creatinine  was  1 .8 
mg/dL,  Westergren  sedimentation  rate  was  130 
mm/hour,  and  serum  protein  electrophoresis  re- 
vealed an  M-component  in  the  gamma  region. 
Immunoglobulins  were  quantified  as:  IgG  320 
mg/dL,  IgA  20  mg/dL,  IgM  undetectable,  IgD  (by 
specific  antiserum)  1.46  g/dL,  and  IgE  undetect- 
able (by  specific  antiserum). 

Shortly  afterward  the  patient  was  admitted  to 
Rhode  Island  Hospital  with  symptoms  referable 
to  progressive  anemia  including  general  weak- 
ness and  shortness  of  breath.  He  also  complained 
of  increasing  back  pain  and  confusion.  On  admis- 
sion the  spun  hematocrit  was  25  per  cent;  white 
blood  count  was  60,500  with  6 per  cent  neu- 
trophils, 1 per  cent  bandforms,  88  per  cent  plas- 
macytoid cells,  2 per  cent  monocytes,  1 per  cent 
myelocytes,  2 per  cent  blastforms;  and  platelet 
count  was  81,000.  The  peripheral  blood  smear 
revealed  anisocytosis  and  poikilocytosis  with 
many  plasmacytoid  cells,  some  of  which  were 
binucleated.  The  bone  marrow  was  markedly  in- 
filtrated with  immature  plasmacytoid  cells  (88 
per  cent)  that  morphologically  demonstrated 
cytoplasmic  projections,  bilobed  nuclei,  large 
nuclei  with  nuclear/cytoplasm  asynchrony,  and 
were  similar  to  the  cells  in  the  peripheral  blood. 
These  cells  were  found  to  have  surface  IgD  and 
receptors  of  OKT-10  monoclonal  antibody,  clas- 
sifying them  as  immature  plasma  cells.  Interest- 
ingly, no  light  chains  were  detected  on  the  surface 
of  the  cells.  A 24-hour  urine  collection  revealed 
0.5  g/24  hours  excretion  of  lambda  Bence  Jones 
protein.  Serum  protein  studies  were  similar  to  the 
previous  results,  demonstrating  again  a marked 
IgD  paraprotein.  The  blood  urea  nitrogen  and 
creatinine  were  70  and  1.9  mg/dL  respectively. 
Ionized  calcium  was  elevated  at  4.9  mg/dL,  uric 
acid  was  modestly  elevated,  but  the  liver  function 
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tests  and  clotting  studies  were  normal.  Cytoge- 
netic studies  on  the  bone  marrow  showed  a nor- 
mal 46  XY  karotype.  Spinal  fluid  analysis  was 
normal.  The  patient  was  hypoxemic  with  radio- 
graphic  evidence  of  decompensated  congestive 
heart  failure. 

The  plasma  cell  leukemia  was  treated  aggres- 
sively with  a combined  chemotherapy  program 
including  cyclophosphamide,  doxorubicin,  vin- 
cristine, and  prednisone.  The  patient  was  trans- 
fused and  initially  improved.  Within  one  week, 
however,  he  developed  progressive  weakness, 
lethargy,  marked  purpura,  superimposed 
pneumonia,  and  respiratory  failure  requiring 
mechanical  ventilation.  He  expired  on  the  twelth 
hospital  day.  The  white  count  at  that  time  was 
1 10,000  with  86  per  cent  plasmacytoid  cells.  Per- 
mission for  an  autopsy  was  not  granted. 

I Discussion 

I Immunoglobulin  D myeloma  is  a relative  new- 
comer to  the  spectrum  of  plasma  cell  dyscrasias. 
The  first  case  was  described  in  1965,  the  same 
year  the  immunoglobulin  was  being  character- 
ized.*^’ The  specific  role  of  IgD  in  immu- 
noregulation  is  not  precisely  known.  It  is  nor- 
mally found  on  the  surface  of  17  per  cent  of 
B-lymphocytes  (occasionally  with  IgM)  and  is 
predominantly  of  the  kappa  type.  It  appears  to 
have  a function  in  the  antigenic  stimulation  of 
differentiation  of  B-lymphocytes  to  plasma  cells 
and  in  the  development  of  immune  tolerance. 
Normal  plasma  concentration  of  IgD  is  very  low 
(about  3 mg/dL)  and  it  has  a short  biologic  half- 
life  (three  days  compared  to  20  days  for  IgG  and 
six  days  for  IgA).*  Studies  done  on  IgD  myeloma 
proteins  have  suggested  that,  like  IgG,  there  may 
be  subclasses  of  IgD.*"*  It  is  possible  that  surface 
IgD  is  a different  subclass  from  plasma  IgD. 

Although  uncommon,  IgD  myeloma  is  well 
characterized  as  a separate  clinical  entity.  The 
unique  features  have  been  well  reviewed. *^  *^  It 
has  long  been  recognized  as  a difficult  diagnosis 
to  make  because  of  the  level  of  the  M-component 
is  often  low.  When  present,  the  M-component 
may  migrate  to  the  beta  region  or  be  lost  in  the 
light  chain  spike  on  serum  immunoelec- 
trophoresis  (especially  with  accompanying  renal 
failure).*^’  ***  More  than  90  per  cent  of  the  pa- 
tients will  have  Bence  Jones  proteinuria,  90  per 
cent  of  which  will  be  of  the  lambda  type.  Serum 
levels  of  IgA,  IgG,  and  IgM  are  almost  always 
below  normal.  Reactivity  with  specific  antiserum 
against  IgD  is  necessary  to  make  the  diagnosis. 
Reference  laboratories  will  often  screen  for  only 


IgA,  IgM,  and  IgG,  and  miss  the  IgD  abnormal- 
ity. A patient  with  Bence  Jones  proteinuria  may 
be  thought  to  have  a light  chain  myeloma  if  anti- 
IgD  antiserum  is  not  utilized.  A very  unusual 
exception  to  this  rule  was  reported  in  1982  as  a 
case  of  nonsecretory  IgD  kappa  myeloma.*®  The 
patient  had  multiple  osteolytic  lesions,  and  the 
bone  marrow  was  replaced  by  plasma  cells  that 
demonstrated  immunoflorescence  with  anti- 
serum against  IgD  kappa.  Serum  and  urine  im- 
munoglobulin levels  in  this  case  were  totally  nor- 
mal. 

The  clinical  manifestations  of  IgD  myeloma  in 
133  patients  were  summarized  in  1975  by  Jan- 
celewicz  et  al.*®  As  already  mentioned,  the  associ- 
ated light  chain  type  is  usually  lambda,  as 
opposed  to  predominantly  kappa  type  in  IgM 
and  IgA  myeloma,  with  equal  amounts  of  each 
type  in  light  chain  disease.  Lambda  light  chain 
myeloma  and  IgD  myeloma  are  both  distinct  in 
their  positive  association  with  Bence  Jones  pro- 
teinuria, azotemia  (78  per  cent  and  67  per  cent  of 
cases  respectively),  osteolytic  lesions  (both  rough- 
ly 80  per  cent  of  patients),  and  decreased  median 
survival  (11  months  and  9 months  respectively). 
The  same  was  found  in  patients  with  either  IgD 
lambda  or  IgD  kappa  (13  patients).  Subsequent 
case  reports  have  suggested  that  IgD  kappa  may 
have  a less  severe  clinical  course,  but  the  numbers 
remain  small. ^*  Features  which  separate  IgD 
myeloma  from  all  other  types  include  a high  de- 
gree of  extraosseous  spread  to  the  lymph  nodes, 
liver,  spleen,  lungs,  and  meninges  (75  per  cent  of 
patients),  and  increased  amyloidosis  (44  per  cent 
of  cases),  occasionally  with  arthropathy.^^  The 
most  common  cause  of  death  is  renal  failure  as 
opposed  to  infection,  and  there  is  a reported  asso- 
ciation with  mylofibrosis.^^  Since  1975  additional 
small  series  of  cases  with  IgD  myeloma  have  been 
reported,  supporting  the  concept  of  specific  fea- 
tures in  this  entity. Our  case  presented  many 
of  these  features. 

Although  the  patient  initially  responded  well  to 
therapy,  approximately  two  weeks  before  death 
he  developed  plasma  cell  leukemia  (PGL).  This 
was  a secondary  PGL  occurring  20  months  after 
the  diagnosis  of  myeloma.  The  bizarre  morphol- 
ogy of  the  cells  with  immature  nuclei,  binucleated 
cells  and  nuclear  cytoplasm  asynchrony  has  been 
well  described  in  IgD  myeloma,*^’’  in  PGL,  ■*’  **  and 
in  bone  marrow  morphologv  of  aggressive  types 
of  conventional  myeloma.*®  At  times  it  can  be 
difficult  in  a patient  with  myeloma  to  differ- 
entiate acute  secondary  P(;L  from  acute  nonlym- 
phocytic  leukemia  on  the  basis  of  morphology 
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alone.  Cytochemical  stains  and  surface  marker 
studies  are  helpful,  and  ultrastructural  analysis 
by  electron  microscopy  has  been  suggested  as  a 
means  to  distinguish  immature  plasma  cells. ^ 
Many  cases  of  acute  myelomonocytic  and  myelo- 
blastic  leukemia  have  been  linked  to  the  use  of 
melphalan,  other  cytotoxic  agents,  and  radiation 
in  treating  multiple  myeloma. Patients  de- 
veloped acute  leukemia  in  a mean  of  47-50 
months  after  the  start  of  treatment,  with  an  inci- 
dence of  17.4  per  cent  at  50  months."^'  Untreated 
patients  with  myeloma  also  have  increased  risk  of 
acute  leukemia,  the  incidence  of  which  is  not 
known.  Although  prior  cases  of  acute  leukemia 
were  documented  in  IgG  and  IgA  myelomas,  a 
case  of  IgD  myeloma  developing  acute  myelo- 
monoblastic  leukemia  in  similar  fashion  has  been 
reported. 

In  the  review  by  Kyle  et  al,  patients  with  sec- 
ondary PCL  have  more  severe  anemia,  throm- 
bocytopenia, and  bony  lesions  than  patients  with 
multiple  myeloma  alone  or  primary  PCL.  Twenty 
per  cent  of  these  patients  had  splenomegaly,  but 
no  hepatomegaly.  Mean  survival  was  only  four 
months  for  secondary  PCL  compared  to  9.2 
months  for  primary  PCL,  when  treated  with  a 
variety  of  drugs. 

Other  reviews  have  dealt  less  strictly  with  pri- 
mary PCL,'’"^  and  have  described  the  characteris- 
tic feature  of  hepatomegaly  (60  per  cent  of  pa- 
tients), splenomegaly  (50  per  cent),  bony  lesions 
(40  per  cent),  hypercalcemia  (32  per  cent),  and  an 
average  white  blood  count  of  32,500  (compared 
to  an  average  white  count  of  18,000  in  secondary 
PCL).'^  There  have  been  four  reported  cases  of 
IgD  mveloma  presenting  as  primary 
PCL."*’  Two  patients  achieved  remission 

and  survived  longer  than  four  months. One 
of  these  patients  was  initially  treated  with  cy- 
clophosphamide, vincristine,  and  prednisone, 
and  one  year  later  was  maintained  on  cyclophos- 
phamide, vincristine,  doxorubicin,  and  predni- 
sone when  subcutaneous  plasmacytomas 
developed."^**  The  general  outlook  for  survival  in 
primary  PCL  has  been  poor.^  No  specific  treat- 
ment has  proved  to  be  consistently  effective. 
Although  high  dose  intravenous  melphalan  re- 
sulted in  complete  remission  in  one  patient  with 
IgC  kappa  primary  PCL,  further  studies  are 
needed  to  confirm  this  observation.^** 

Summary 

The  pathophysiology  of  multiple  myeloma  is  re- 
viewed with  special  comment  on  protein  abnor- 
malities. A case  illustrating  the  feature  of  IgD 


myeloma  and  secondary  plasma  cell  leukemia  is 
presented  and  the  distinctive  clinical  features  of 
each  is  discussed.  Both  syndromes  represent  un- 
common entities  in  their  own  right,  and  occur- 
rence in  the  same  patient  has  been  rarely  de- 
scribed. In  this  case  the  remission  and  survival  of 
the  patient  for  more  than  20  months  surpassed 
expectations  for  IgD  myeloma.  When  plasma  cell 
leukemia  developed,  the  fulminant  course  and 
brief  survival  were  consistent  with  that  described 
for  secondary  plasma  cell  leukemia.  The  case  also 
illustrated  the  difficulty  which  may  be  encoun- 
tered in  diagnosing  IgD  myeloma  and  in  dif- 
ferentiating a secondary  plasma  cell  leukemia 
from  a secondary  nonlymphocytic  leukemia  in  a 
patient  with  myeloma.  Aggressive  chemotherapy 
is  indicated  in  plasma  cell  leukemia.  Treatment 
for  IgD  myeloma,  as  for  other  types  of  myeloma, 
depends  on  the  stage  and  responsiveness  to  ther- 
apy. 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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How  to  KEEP  your  Practice  HEALTHY 
Even  when  YOU  are  NOT 


IF  you  were  disabled  by  accident  or 
sickness,  would  your  practice  be  dis- 
abled too? 

The  revenues  of  a professional  office 
depend  on  the  efforts  of  the  doctor 
or  doctors  involved.  If  you  or  one  of 
your  associates  is  disabled  and  can 
not  work,  the  office’s  income  will  suf- 
fer — income  that’s  needed  to  pay 
overhead  expenses. 

You  can  protect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  level  of  coverage  that 
is  best  for  your  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  for  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 


Endorsed  by  the 

RHODE  ISLAND  MEDICAL  SOCIETY 


The  Administrators 

LB 

personal  service^ 
since  1922 


LESTER^ L.  BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


Underwritten  by:  COMMERCIAL  INSURANCE  COMPANY  15  Corporate  Place  South,  Piscataway,  NJ  08854.  201/981-4842 
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HAVE  YOU  HEARD?  . . . 


Nurse  practitioners,  supported  by  community 
physicians,  can  improve  children’s  access  to 
health  care  by  expanding  the  services  available  in 
schools,  according  to  recent  findings  from  the 
Robert  Wood  Johnson  Foundation.  The  Founda- 
tion’s School  Health  Services  Program,  which 
ended  in  1984,  was  conducted  in  18  school  dis- 
tricts in  Colorado,  New  York,  North  Dakota,  and 
Utah.  Considered  to  be  the  largest  national  effort 
ever  undertaken  to  place  comprehensive  services 
in  the  school  system,  the  project  cost  $6.5  million 
to  conduct,  administer,  and  evaluate. 

Among  other  conclusions,  it  was  found  that: 

Medically-underserved  children  received  ac- 
cess to  care  and  were  proportionately  greater  us- 
ers of  program  services  than  children  who  had 
private  physicians.  Because  of  the  increasing 
numbers  of  working  mothers  and  single-parent 
families,  however,  even  children  with  physicians 
used  the  program  for  supplemental  care. 

A significant  amount  of  untreated  illness,  some 
of  it  serious,  was  found,  even  in  children  with 
physicians. 

The  proportion  of  fully-immunized  students 
was  increased. 

Nearly  96  per  cent  of  the  health  problems 
found  were  followed  up  and  resolved  or  re- 
mained under  treatment. 

During  the  program,  the  complexity  of  the 
care  provided  by  the  school  nurse  practitioners 
increased,  taking  fuller  advantage  of  their  spe- 
cialized skills  and  training  in  diagnosis  and  treat- 
ment. 

The  School  Health  Services  Program  was  more 
expensive  than  the  usual,  more  limited  school 
health  programs.  Across  the  country  school  dis- 
tricts spend  an  annual  average  of  $25  per  child, 
while  the  annual  per  capita  amounts  spent  in  the 
demonstration  sites  ranged  from  $43  to  $82.  De- 
spite the  higher  expenditure,  however,  an  over- 
whelming proportion  of  school  districts  elected  to 
continue  the  program  after  funding  from  the 
Foundation  ended. 

• • • 

Chelation  therapy  has  been  shown  not  to  be  ben- 
eficial in  the  treatment  of  angina  or  other  man- 
ifestations of  atherosclerosis.  Nforeover,  the  pro- 
cedure can  have  serious  or  even  fatal  side-effects, 
warns  Doctor  Densie  Hatfield,  Research  Associ- 


Your  real  fortune 
could  start  with 
a phone  call. 


Larry  B.  Parness,  CPA 

Sound  accounting  guidance  and  tax-related  seio/ices 
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Blackstone  Valley 
Psychological  Institute 

Research  Consulting 
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Grant  Writing 

Marquette  Plaza, 
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MEDICARE/MEDICAID 
BLUE  CROSS  CLAIMS 

HMO  - CMP 

PROTECT  YOUR  INTERESTS! 

Call 

JOEL  D.  LANDRY,  JD 
(401)  421-1283 

Experienced  medical  lawyer 

Guest  speaker  - ’85  AMA  National 
State  Health  Legislative  Meeting 

AssL  Attorney  General,  ’7 5 -’84 

JOEL  D.  LANDRY,  JD 
GENERAL  PRACTICE  OF  LAW 

A.  David  Tammelleo  and  Associates 
1231  Fleet  National  Bank  Building 
Providence.  Rhode  Island  02903 
(401)  421-1283 


ate  with  the  American  Council  on  Science  and 
Health  (ACSH)  in  the  March/April  1985  issue  of 
ACSH  News  (jf  V7>tc5.The  Council  is  an  indepen- 
dent, nonprofit  consumer  education  organiza- 
tion promoting  scientifically-balanced  evalua- 
tions of  food,  chemicals,  the  environment,  and 
health. 

Chelation  therapy,  which  involves  the  adminis- 
tration of  a substance  which  binds  with  metals  in 
the  blood  and  is  excreted  by  the  kidneys,  is 
approved  by  the  Food  and  Drug  Administration 
for  the  treatment  of  lead  poisoning.  It  is  also, 
however,  being  promoted  for  many  unapproved 
uses,  especially  in  the  treatment  of  atheroscle- 
rosis, such  as  an  alternative  to  coronary  bypass 
surgery.  Approximately  1 ,000  clinics  and  practi- 
tioners are  administering  chelation  therapy  in  the 
US,  and  about  350,000  Americans  have  under- 
gone chelation  therapy,  the  Council  reports. 

“No  persuasive  evidence  from  properly- 
controlled  studies  has  established  that  chelation 
therapy  relieves  symptoms  of  atherosclerosis,” 
Doctor  Hatfield  states.  “Moreover,”  she  added, 
“there  is  alarming  evidence  about  the  proce- 
dure’s risks.  For  instance,  13  deaths  occurred 
over  a two-year  period  from  chelation  therapy 
administered  at  a clinic  in  Louisiana.  Deaths  also 
have  been  reported  elsewhere,  and  many  lawsuits 
have  been  brought  against  chelation  therapy 
practitioners  by  patients  who  suffered  serious 
side-effects.” 

Among  the  severe  adverse  reactions  that  have 
been  attributed  to  the  therapy  are  severe  hypo- 
glycemia, renal  failure,  congestive  heart  failure, 
stroke,  and  diabetic  complications. 

• • • 

A Health  Policy  Agenda  for  the  American  Peo- 
ple, a major  effort  of  national  health-related 
organizations  to  bring  reason  and  purpose  to 
health-care  policy  making,  is  explained  in  a new 
brochure  available  from  the  American  Medical 
Association  Office  of  Health  Policy  Develop- 
ment, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 

Initiated  by  the  AMA  in  1982,  the  Health  Poli- 
cy Agenda  (HPA)  is  a four-year  cooperative 
effort  involving  more  than  150  organizations  and 
350  individual  participants.  They  represent 
health  professionals,  hospitals,  insurance  provid- 
ers, the  pharmaceutical  industry,  state  and  feder- 
al government,  and  business  and  consumer 
groups. 

HPA  participants  are  divided  into  six  work 
groups  whose  charge  has  been  to  analyze  the 
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current  and  future  health  environment  and  iden- 
tify major  health  care  issues  in  medical  science; 
health  professions  education;  health  resources; 
delivery  systems  and  processes;  evaluation, 
assessment,  and  control  of  health  care  delivery; 
and  payment  for  services.  By  1986,  the  HPA  pro- 
cess will  have  produced  specific  policy  proposals 
which  could  form  the  basis  of  national  health 
policy  for  years  to  come.  Participating  organiza- 
tions also  will  evaluate  their  own  internal  policies 
in  light  of  these  proposals. 

• • • 

A new  cartilage  adhesive,  enbucrilate,  used  in 
nose  reconstructive  surgery  is  deemed  safe,  ex- 
cellent, and  effective  in  a study  from  the  New 
York  Medical  College  published  in  the  June  1985 
issue  of  the  Archives  of  Otolaryngology.  In  a study 
involving  39  patients.  Doctor  Evan  Sachs  found 
that  the  main  attribute  of  the  substance  stems 
from  its  ability  to  bond  cartilage  instantly  and 
with  great  reliability,  “allowing  for  intricate  fab- 
rication of  cartilage  implant  components.”  The 
functional  and  aesthetic  results  in  all  cases  were 
described  as  excellent. 

• • • 

The  first  report  of  complete  perforation  of  the 
sclera  in  a living  human  eye  with  the  use  of  a laser 
alone  appears  in  the  June  1985  issue  of  the  Ar- 
chives of  Ophthalmology.  Doctor  Wayne  F.  March 
and  his  colleagues  from  the  University  of  Oklaho- 
ma College  of  Medicine  describe  use  of  the 
neodymium-YAG  laser  to  test  the  safety  of  a one- 
step  filtering  procedure  in  an  eye  undergoing 
enucleation  to  remove  a malignant  tumor.  The 
procedure  could  prove  to  be  an  effective  treat- 
ment for  relieving  intraocular  pressure  caused  by 
glaucoma. 

• • • 

Caffeine  produces  markedly  greater  anxiety, 
nervousness,  fear,  nausea,  and  restlessness  in  pa- 
tients diagnosed  as  having  panic  disorders  than  in 
healthy  controls,  according  to  a report  from  the 
Yale  University  School  of  Nledicine  published  in 
the  March  1985  issue  of  the  Archives  of  General 
Psychiatry.  Doctor  Dennis  Charney  and  his  col- 
leagues studied  the  effects  of  oral  administration 
of  10  mg/kg  of  caffeine  on  behavior  and  somatic 
symptoms  of  17  healthy  subjects  and  21  patients 
meeting  the  diagnostic  criteria  for  agoraphobia 

j with  panic  attacks  or  panic  disorder.  Behavior 
symptoms  among  patients  were  significantly 
correlated  with  plasma  caffeine  levels,  the  re- 

I 


“...a  smaller  firm 
paying  closer 
attention” 


jrtSipcrstein 

Company 

CERTIFIED  PUBLIC  ACCOUNTANTS 
Medical  References  Available 


Fora  consultation  contact  Mr.  William  Charland 
206  Waterman  Street,  Providence,  R.I.  02906 
Telephone:  (401)  331-9600 


East  Side; 

PRIME  OFFICE  SPACE 
AT  154  WATERMAN  STREET 


PRIME  OFFICE  SPACE 
AT  154  WATERMAN  STREET 


IDEAL  FOR  SOLO  PRACTITIONER 

636  square  feet  with  reception  area, 
two  examining  rooms,  and  private 
office:  ample  parking 

BILODEAU  PROPERTY  MANAGEMENT,  INC. 
401/831-5995 


November,  1985  — Vol.  68 


o I a 


A highly  professional  firm 
with  the  expertise  necessary 
to  provide  a full  range  of  tax 
and  accounting  related  services 

Members  of 

The  International  Group  of  Accounting  Firms  (IGAF) 
Private  Companies  Practice  Section  of 
American  Institute  of  Certified  Public  Accountants 
Rhode  Island  Society  of  Certified  Public  Accountants 


310  Reservoir  Avenue, 
Providence,  Rhode  Island 
(401)  461-CPAS(2727) 


ADAMS  8c  DeCAPORALE 
COUNSELORS  AT  LAW 

General  Law  Practice 
Medical  Collections 


Herbert  M.  Adams 
Joseph  L.  DeCaporale,  Jr. 

Governor  Financial  Center 
285  Governor  Street 
Providence,  Rhode  Island  02906 
401-421-1364 


searchers  found.  Plasma  levels  of  cortisol  and 
another  plasma  constituent  were  similar  for  pa- 
tients and  controls. 

The  researchers  postulate  that  caffeine  blocks 
the  actions  of  adenosine.  Electrophysiological 
studies  indicate  that  adenosine  reduces  the  spon- 
taneous firing  rate  of  neurons  in  a variety  of  brain 
regions,  including  the  cerebral  cortex,  cerebel- 
lum, and  locus  cerules. 

“The  findings  of  the  present  investigation  pro- 
vide the  first  direct  evidence  that  patients  with 
agoraphobia  and  panic  attacks,  in  comparison 
with  healthy  subjects,  demonstrate  markedly  in- 
creased sensitivity  to  the  anxiogenic  effects  of 
caffeine,”  according  to  Doctor  Charney.  “The  in- 
creased behavioral  sensitivity  of  panic  disorder 
patients  to  caffeine  may  provide  data  relevant 
toward  understanding  the  neurobiology  of  panic 
anxiety.” 

• • • 

Heavy  alcohol  use  may  be  an  important  factor  in 
acute  atrial  fibrillation,  according  to  a report  in 
the  May  1 985  issue  of  the  Archives  of  Internal  Medi- 
cine. Doctor  Eugene  C.  Rich  and  his  colleagues 
from  the  University  of  Minnesota  Medical  School 
conducted  a retrospective  review  of  64  cases  of 
acute  fibrillation  from  unknown  causes  and  com- 
pared them  with  a similar  number  of  matched 
controls  randomly  selected  from  general  medical 
admissions.  They  found  that  the  percentage  of 
heavy  alcohol  users  was  almost  twice  as  large 
among  fibrillation  cases  as  among  the  controls. 
More  than  62  per  cent  of  the  fibrillation  cases 
were  heavy  drinkers,  compared  with  33  per  cent 
of  matched  controls. 

• • • 

A hypothesis  that  variations  in  the  chemical  en- 
vironment in  fetal  life  strongly  influence  be- 
havior appears  in  the  May  1985  issue  of  the  Ar- 
chives of  Neurology.  The  late  Doctor  Norman 
Geschw'ind  and  Doctor  Albert  M.  Galaburda  of 
Harvard  Medical  School  point  out  that  common- 
ly more  men  than  women  are  lefthanded,  suffer 
language  disorders  such  as  stuttering  and  dyslex- 
ia, and  are  subject  to  immune  disorders.  They 
postulate  that  fetal  formation  of  the  testes  and 
secretion  of  testosterone  influences  brain  hemis- 
phere development  and  certain  behavioral  phe- 
nomena associated  with  men.  Described  as  a bril- 
liant researcher,  Geschwind  died  of  a myocardial 
infarction  last  fall  shortly  after  completing  his 
three-part  paper  with  Galaburda.  ■ 
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ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 

In  as  devastating  a condition  as  this, 
i even  the  most  modest  relief  of 

symptoms — or  for  that  matter  keeping 
I them  from  getting  worse  or  merely 

i slowing  their  intensification — is  a 

\ great  contribution  to  patient  and  family 

I HYDERGINE®  LC  (ergoloid  mesylates)  is 
j indicated  for  patients  over  age  sixty 

who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 
HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 

e 1985 s«K)o2  ine  HYD108513  For  Brief  Summar>,  plcasc  scc  following  pagc. 
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HYDER6WElfi 


liquid  capsules 

1 ni9 


Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e..  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer's  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability’,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknourt  etiology,  careful  diagnosis  should  he 
attempted  before  prescribing  hS'DERGISE  (ergo- 
loid mesylates)  preparations. 

■Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  .Administration:  1 mg  three  times  daily. 
.Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules): 
1 mg,  oblong,  off-white,  branded  "HYDERGINE  LC 
1 mg"  on  one  side,  "A”  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use):  1 mg,  round,  white,  embossed 
"HYDERGINE  1"  on  one  side.  "A"  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg.  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

.Also  available:  HYDERGINE  sublingual  tablets; 

1 mg,  oval,  white,  embossed  "HYDERGINE"  on  one 
side.  “78-77"  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round. white, embossed  "HYDERGINE  0.5" 
on  one  side,  “.A"  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid:  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  [HYD-2Z24-6  15  84| 


Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-io85-i3 
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Information  for  Authors 

Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Sbecifications:  Manuscripts  must  be  original  typed  copy  (not 
all  capitals)  on  8‘/2xll  inch  firm  typewriter  paper,  aouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 V2  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  typographic  monotony  of  the  text.  Pages 
must  be  numbered  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  journal  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  All  manuscripts  must  include  a title  page  which 
details  the  following  information:  (1)  a brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD,  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialty,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  address  of  principal  author;  and  (5)  office  telephone 
number  of  principal  author. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  m-  handw’riting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
top,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
w'ritten  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (I06  copies  minimum  order)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  bv  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botn  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  oy  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 
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WHY  AMA?  The  AMA  actively  works  to 

represent  your  interests  by  fostering  legislation  that  is 
beneficial  both  to  the  medical  profession  and  the  public. 
Each  year  the  AMA  makes  thousands  of  contacts  with 
members  of  congress  and  their  staffs  and  frequently 
translates  Association  policies  into  model  or  draft  legisla- 
tion for  governmental  action.  Active  representation  of 
organized  medicine:  it's  one  more  good  reason  why  you 
should  be  part  of  the  AMA. 


WHY  AMA?  Today  you  can  have  instant  access  to  a broad  range  of  up-to-the-minute 
clinical  information  and  protocols  for  use  in  patient  care  through  the  Medical  Information  Network.  This  nationwide, 
computerized  system  was  developed  by  the  AMA,  with  General  Telephone  and  Electronics  (GTE),  to  provide  you  with  the 
most  advanced,  current  scientific  information.  It’s  one  more  reason  why  you  should  be  a part  of  the  AMA. 

Tt)  Join,  Contact  your  county  or  state  medical  society  or  write:  Division  of  Membership, 

AMA,  535  North  Dearborn  Street,  Chicago,  Illinois  60610  or  call  collect,  (312)  751-6196. 


SEcad 


northeastern  CONFERENrp 


^neua  BJume,  M.D 


^ ^onorahl#^  1 « __ 


Tl..  Honorable  Hamid  E H 

cT  Nansen,  C T 

GiJes  Kelly,  O.F.M.,  C ac 
EsnJl  “Skip-  Mitts  ^ ^ 

alene  Pinhas,  Ph  D 
Robert  Premer,  M.D. 
oscAnn  Shorey,  Ph  D 


Oawd  Smith,  M.D 
O Douglas  Talbott,  M D 
John  Wallace,  Ph  D 
Arnold  Washton.  Ph.D 
Janet  Woititz,  Ed.D. 


co  snoNsonsoBvnMr  bv  — wo„„a,  Ed 

Info™,a„o„,  Conrac,  ON  bwoh'S,"  ™™0™on 

Edgehui  Newnort  Pm  ^ . 'Alcoholism  and  othfb 

B«COn  Hill  Road  AMSAODD,  „.„di,rd  b,  ,b  , “'■Sf'DENCIES.  INC 

ElXTegiT 

<=*c.cEu.  p„d,„a 

■ •““■«e.nh,nj,nv,oh.pa.r,,vt 


>vember,  iqw-; 

’ — Voi.  (38 


51(1 


Keflex^ 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^DISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


L 


520 


Rhode  Island  Medical  Journal 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.'  - In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


1 1 1 

80  mg  120  mg  160  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Averst  Laboratories 


Please  see  brief  summarv  of  prescribing  information 
on  the  next  page  for  funher  details 


Once-daily 

^°'‘^^-il^f£lNDERAL  LA 


(PROPRANOLOLHCI) 


LONG  ACTING 
CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  slate  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  ol  the  AUCs  for  a comparable  divided  daily  dose  ol 
INDERAL  tablets  The  lower  AUCs  lor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  ol  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  lairly  constant  lor  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  two  to  lour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  Irom  conventional 
propranolol,  a possible  need  lor  relilralion  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ol 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  ol  heart  rale,  systolic  pressure  and  rale  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  ol  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  ol  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  Irom  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatmeni  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  miner  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ol  the  heart  at 
any  given  level  ol  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rale, 
systolic  blood  pressure,  and  the  velocity  and  extent  ol  myocardial  contraction  FYopranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  eltect  ol  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  ol  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  lor  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesihetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  ol  the  aniimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Bela  receptor  blockade  can  be  uselul  in  conditions  in  which,  because  ol  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Bela  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subieci  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  is  indicated  in  the  manage- 
ment ol  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  anlihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
lor  the  long-term  management  ol  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  lor  the  prophylaxis  of  common  migraine  headache 
The  efficacy  ol  propranolol  in  the  treatment  ol  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  uselul  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  ol  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ol 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  IS  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block  3)  bronchial  asthma  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAl 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  m patients  with  congestive  heart  failure  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  lailure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and  m some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  lor  the  man- 
agement ol  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
M/UOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reliex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
IS  a registered  trademark 
ol  AyersI  Laboratories 


INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  ol  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobulamine  or  isoproterenol  However  such  patients  may  be  sub|ect  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  msulin-dependenl  diabetes  In  these  patients  it  may  be  more 
dilficull  to  adiust  the  dosage  ol  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  ol  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  ol  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphalase  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  calecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis . Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conduced  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  lumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryoloxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safei  , and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular:  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness.  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasilorm  rashes  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  lor  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  lor  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  diflerent  kinetics  and  produces  lower  blood  levels  Retilration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  lor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  wilhm  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ol 
S6v6rdl  w66ks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii.  . . highly  effective 
for  both  sieep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  foliowing  day 


Psychiatrist 

California 
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appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  ® 


sleep  that  satisfies 


15-mg/30-mg 

capsules 
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DALMANE’ 

flurazepam  FlCI/Roche® 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  oil  types  of  insomnia  choroctenzed 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  marning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
doto  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  pralonged  administrotion  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Worn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Can- 
sider  the  possibility  of  pregnancy  prior  to  instituting  theropy 
Warnings:  Coution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  moy  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performonce  of 
such  octivities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  oddiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  ond/or  atoxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sonts  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  porticulorly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethorgy  dis- 
orientation and  coma,  probobly  indicative  of  drug  intoleronce 
or  overdosage,  have  been  reparted  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  tolkotiveness,  apprehension, 
irritobility,  weakness,  palpitotions,  chest  pains,  body  ond  joint 
poms  and  GU  complaints  There  hove  olso  been  rare  occur- 
rences of  leukopenio,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  onorexio,  euphono. 
depression,  slurred  speech,  confusion,  restlessness  holluci- 
nations,  ond  elevoted  SGOT,  SGPT,  total  and  direct  bilirubins, 
ond  alkaline  phosphatase,  ond  paradoxical  reactions,  eg 
excitement  stimulation  and  hyperactivity 
Dosage:  Individualize  for  moximum  beneficiol  effect  AOulls 
30  mg  usual  dosoge,  15  mg  may  suffice  in  some  patients 
Elderly  or  debililoled  palienis  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  flurozepom 
HCI 
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1 FOR  SLEEP 


After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  faii  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety’  ^ As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  af  product  Information  on  reverse  side 
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HAVE  YOU  HEARD?  . . . 

SYSTEMS  & SOLUTIONS  Presents 
A revolutionary  way  to  buy  a computer  system: 


FREE! 


If  you  are  looking  for  ways  to  maximize  your  receivables  in  the  shortest 
amount  of  time  and  the  easy  way  to  improve  the  management  of  your  practice 
income  as  well  as  your  personal  wealth  ...  our  medical  office  management 
computer  system  will  do  all  of  that  for  you  and  much,  much  more. 

We  guarantee  it.  In  fact,  we  are  so  sure  that  we  have  the  best,  most  complete 
system,  the  best  training  and  the  best  on-going  support  that  we  are  making  an 

incredible  offer. 


THE  OFFER: 

Use  our  system  in  your  office,  with  your  data  for 
60  days  absolutely  free. 


WE  PROVIDE: 


YOUR  RISK: 


• Continuous  on-site  training 

• Telephone  hot-line  support, 
24  hours,  7 days  a week 

• Entry  of  your  active  accounts 

• All  supplies  delivered  to  your 
door 


At  the  end  of  60  days,  if  you  agree  that  your  practice  has  never  been  better 
managed,  we  even  offer  a convenient  monthly  payment  plan. 

For  more  information  or  a free  50  page  system  analysis  of  your  practice,  call: 

732-2913 


Some  of  the  specialties 

General  Surgery 
Pediatrics 
Internal  Medicine 
Psychiatry 
Opthamology 


we  have  computerized 

Cardiovascular  fir 
Thoracic  Surgery 

Obstetrics  fir 
Gynecology 


in  the  local  area  are: 

Family  Practice 
Orthopedic  Surgery 
Radiation  Oncology 
Cardiology 

Diagnostic  Ultrasound 
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HATCH  INTRODUCES  AMA  BILL  ON  MALPRACTICE 
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MALPRACTICE  (continued) 


Senator  Orrin  Hatch  (R,  Utah) , Chairman  of 
the  Senate  Labor  and  Human  Resources  Com- 
mittee, introduced  a professional  liability 
reform  bill  developed  by  the  American 
Medical  Association  in  late  October.  The 
bill  would  provide  federal  incentives  for 
states  to  adopt  professional  liability 
reform.  Under  the  bill,  a state  would  be 
eligible  to  receive  federal  grants  if  the 
following  reforms  are  adopted  by  the  state 
and  made  applicable  to  cases  involving 
health  care  malpractice: 

s Mandatory  periodic  payments  for  awards 
of  future  damages  greater  than  $100,000 

• Reduction  of  awards  by  the  amount  of 
compensation  received  from  other  sources 

• Limitation  of  awards  of  non-economic 
damages  to  $250,000 

• Limitation  of  attorneys’  fees  to  40  per 
cent  of  the  first  $50,000  of  an  award, 
33.3  per  cent  of  the  next  $50,000,  25 
per  cent  of  the  next  $100,000,  and  10 
per  cent  of  any  awards  in  excess  of 
$200,000. 

Moreover,  to  qualify  for  grants  a state 
would  have  to  adopt  the  following  reforms: 

• Licensing  fees  from  health  care  profes- 
sionals would  be  allocated  to  the  state 
agency  responsible  for  disciplinary 
actions . 

• Hospitals  would  be  required  to  have  risk 
management  systems. 

• Insurance  companies  would  be  required 
to  conduct  risk  management  programs 
and  require  physician  participation 

as  a condition  of  maintaining  insurance. 

• Insurance  companies  would  be  required 
to  make  data  concerning  malpractice 
awards  available  to  state  disciplinary 
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agencies . 

• The  state  law  would  have  to  provide  for 
expanded  peer  review  activities  by 
state  medical  societies. 

The  bill  would  authorize  $117,875,000  for 
fiscal  year  1987,  $52,500,000  for  fiscal 
year  1988,  and  $52,500,000  for  fiscal  year 
1989  to  fund  two  types  of  grants  to  states, 
developmental  grants  and  incentive  grants. 
Any  state  which  provides  assurances  of  its 
Intent  to  qualify  for  incentive  grants  would 
be  awarded  a development  grant  of  $200,000 
for  the  purpose  of  planning  and  developing 
reforms.  After  the  necessary  reforms  have 
been  enacted,  the  state  can  apply  for  an 
incentive  grant.  In  the  first  year,  the 
grant  amount  would  be  $2,000,000.  In  each 
of  the  following  years,  a qualifying  state 
would  be  entitled  to  a grant  of  $1,000,000. 
These  grants  could  be  used  to  conduct  stu- 
dies of  the  professional  liability  problem, 
to  support  peer  review  and  risk  management 
programs,  or  to  provide  additional  funds 
for  state  health  programs. 

POLITICAL  APATHY  CITED  AS  PROBLEM 

The  Rhode  Island  Medical  Society  recently 
called  upon  the  American  Medical  Associa- 
tion to  examine  the  effectiveness  of  the 
liaison  between  the  AMA  leadership  and 
its  members  on  such  issues  as  the  Medicare 
fee  freeze.  In  a resolution  to  the  AMA 
House  of  Delegates,  the  RIMS  Executive 
Committee  cited  the  poor  response  by  AMA 
members  across  the  country  to  the  leader- 
ship's call  to  protest  the  freeze.  The 
resolution,  to  be  considered  at  the  AMA 
Interim  Meeting  in  December,  requested 
the  AMA  Board  of  Trustees  to  determine 
how  the  organization  may  function  more 
effectively  in  the  political  arena  by 
stimulating  membership  response. 

In  other  actions  at  its  October  28 
meeting,  the  Executive  Committee: 
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EXECUTIVE  COMMITTEE  MEETS  (continued) 


EXECUTIVE  COMMITTEE  MEETS  (continued) 


• voted  to  accept  osteopathic  physicians 
as  members  of  the  Rhode  Island  Medical 
Society  provided  their  applications 
are  approved  by  the  local  county  or 
district  society 

• recommended  to  the  Council  that  allo- 
pathic and  osteopathic  listings  in  the 
Providence  Yellow  Pages  be  integrated 
with  a designation  of  the  physician's 
degree  after  each  entry.  There  pre- 
sently are  two  separate  categories, 
"physicians-MDs"  and  "physicians-DOs . " 


offices  of  physicians. 

• refused  to  release  information  collected 
in  a 1984  survey  of  physician  character- 
istics and  practice  patterns.  The  in- 
formation, collected  jointly  by  the  So- 
ciety and  the  Rhode  Island  Department  of 
Health  from  a survey  distributed  with 
the  reregistration  of  licensure  forms, 
was  requested  by  a local  hospital. 

HARI  FORMS  COALITION  ON  MALPRACTICE 
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• recommended  to  the  Council  that  the 
Bylaws  be  changed  to  grant  dues  exemp- 
tion upon  written  request  to  members 
over  age  70  regardless  of  practice 
status  and  also  upon  request  to  those 
members  under  age  70  who  have  retired 
from  active  practice.  All  dues  exempt 
members  will  be  encouraged  to  make  a 
contribution  to  the  Society.  The  By- 
laws presently  grant  dues  exemption 
upon  written  request  only  to  members 
over  age  70  years. 

• requested  legal  counsel  to  draft  an 
analysis  of  the  legal  implications  of 
reactivating  the  RIMS  Insurance  Broker- 
age Corporation.  The  Corporation,  a 
wholly-owned  subsidiary  of  the  Society, 
would  function  as  the  registered  broker 
for  malpractice  insurance  policies  held 
by  RIMS  members.  The  Executive  Commit- 
tee also  asked  that  an  accounting  firm 

of  national  reputation  prepare  an  asssess- 
ment  of  the  financial  considerations 
involved . 

• approved  plans  for  a general  membership 
meeting  on  physician  unions. 

• commended  Dr  Seebert  J.  Goldowsky,  who 
recently  celebrated  his  25th  anniversary 
of  his  appointment  as  Editor- in-Chief  of 
the  Rhode  Island  Medical  Journal.  A 
commemorative  issue  is  planned  for  early 
1986. 

• opposed  regulations  proposed  by  the 
Rhode  Island  Department  of  Health 
which  could  be  interpreted  as  extending 
the  current  licensure  and  certificate- 
of-need  requirements  for  free-standing 
ambulatory  surgical  centers  to  the 


Under  the  aegis  of  the  Hospital  Association 
of  Rhode  Island  (HARI) , a group  of  17  or- 
ganizations in  Rhode  Island  is  meeting 
weekly  to  address  the  professional  liabil- 
ity crisis.  Included  in  the  Rhode  Island 
Medical  Liability  Coalition  are  representa- 
tives from  the  Rhode  Island  Medical  Soci- 
ety, HARI,  Insurance  companies  and  agents, 
the  business  community,  health  care  pur- 
chasers, labor,  and  risk  managers.  Among 
the  goals  of  the  newly-formed  group  are: 

• to  study  the  medical  liability  crisis, 
with  special  emphasis  on  its  adverse 
influence  on  health  care  costs  and  the 
provision  of  quality  medical  care  to 
Rhode  Islanders 

• to  propose  Initiatives  toward  the  reso- 
lution of  the  medical  liability  prob- 
lem in  Rhode  Island,  including  legisla- 
tive reforms,  improvements  in  the 
medical  disciplinary  process,  recommen- 
dations to  providers,  and  suggestions 
to  private  and  public  agencies  involved 
with  administering  the  medical  liability 
process  in  the  state 

• to  educate  the  public  concerning  the 
causes  of  the  medical  liability  crisis 
and  its  deleterious  impact  on  health 
care. 

The  coalition  already  has  expressed  a 
willingness  to  work  with  the  Legislative 
Commission  on  Medical  Malpractice,  headed 
by  Senator  Michael  Forte  (D,  Tiverton), 
and  invited  commission  members  to  partici- 
pate in  its  weekly  sessions.  Meetings 
also  are  planned  with  insurers,  attorneys, 
physicians,  hospitals,  and  officials  from 
the  Governor's  office  and  the  Department 
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HARI  FORMS  COALITION  (continued) 


of  Business  Regulation. 

i During  a November  13  meeting  on  physician 
I disciplinary  procedures,  the  coalition  met 

iwith  Dr  William  S.  Klutz,  chairman  of  the 
RIMS  Committee  on  Physician  Competency, 
and  RIMS  staff  to  dsicuss  the  work  of  Dr 
! Klutz's  committee  and  the  Society's  pro- 
Ij  gram  for  physicians  impaired  by  alcoholism 
i|  and  drug  dependence.  Others  present  at 
the  meeting  include  representatives  from 
the  Board  of  Medical  Review  and  Rhode  Is- 
land Hospital  to  discuss  their  respective 
procedures. 

HARI  Executive  Vice-President  William  D. 
Sweeney  serves  as  the  coalition  chairman. 

■ AMA  INTRODUCES  MODEL  BILL  ON  PEER  REVIEW 


AMA  BILL  (continued) 

Liability  Reform  Act  would  require  state 
and  county  medical  societies  to  investi- 
gate allegations  of  physician  misconduct 
(see  related  report  on  page  525) . 

LEGISLATIVE  MALPRACTICE  COMMISSION 
MEETS 

The  Joint  Underwriting  Association  (JUA) 
and  the  rate-setting  procedures  used  by 
the  Department  of  Business  Regulation 
(DBR)  to  establish  malpractice  premium 
rates  have  been  the  subjects  of  intense 
debate  by  the  Legislative  Commission  on 
Medical  Malpractice.  Headed  by  Senator 
Michael  Forte  (D,  Tiverton),  the  Commission 
was  created  by  the  General  Assembly  in 
1984  in  lieu  of  acting  on  a five-part 
reform  package  submitted  by  the  Society. 


Medical  society  review  of  physicians'  con- 
duct, including  charging  excessive  feees, 
would  be  permitted  under  model  state  bills 
that  have  been  developed  by  the  AMA. 
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One  bill  provides  for  an  agreement  between 
medical  societies  and  state  medical  boards 
allowing  the  societies  to  undertake  re- 
view activities.  A second  bill  provides 
that  charging  an  excessive  fee  is  consi- 
dered "unprofessional  conduct"  subject  to 
state  disciplinary  action.  Because  phy- 
sicians who  charge  excessive  fees  would 
be  subject  to  state  disciplinary  action, 
the  bill  would  have  the  effect  of  allow- 
ing medical  societies  to  review  excessive 
fees  for  the  state.  At  the  federal  level, 
the  AMA's  Model  National  Professional 


In  a series  of  four  meetings.  Commission 
members  met  with  JUA  and  DBR  officials 
to  review  the  fiscal  impact  of  the  malprac- 
tice crisis.  It  has  been  estimated  that 
the  JUA's  actuarial  deficit  ranges  be- 
tween $90  and  $100  million.  Future  meet- 
ings are  planned  with  representatives  of 
the  Rhode  Island  Board  of  Medical  Review. 

The  Commission  is  mandated  by  law  to  sub- 
mit its  recommendations  to  the  General 
Assembly  by  February  1986.  It  is  expected 
to  Introduce  a comprehensive  malpractice 
reform  package. 

RIMS  President  Dr  Herbert  Rakatansky  and 
Immediate  Past  President  Paul  J.M.  Healey 
represent  RIMS  on  the  Commission. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

IMPLEMENTING  A RISK  MANAGEMENT  PROGRAM 

While  many  hospitals  have  sponsored  risk  management  programs  for  the  past  decade, 
physicians  and  practice  managers  have  been  slower  in  developing  risk  management 
strategies  for  outpatient  care.  As  more  surgical  procedures  and  diagnostic  tests 
are  performed  on  an  outpatient  basis,  the  risk  of  malpractice,  already  at  crisis 
proportions  for  some  specialties,  is  increasing  dramatically  in  others.  A well- 
functioning risk  management  program  can  flag  potential  malpractice  situations 
and  trigger  remedial  action.  It  also  can  be  used  in  defending  a malpractice  claim 
by  documenting  that  procedures  are  in  place  to  protect  the  patients. 
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The  Medical  Practice  Letter  recommends  that  the  following  procedures  be  followed 

to  Implement  a risk-management  program: 

• an  -IncUv^dual  oA.  commUX^e  Ae^pon^^bZe  ^oA.  A^Uk  manage/mnt:  in 

small  practices,  the  group  may  select  the  medical  group  manager  or  medical  dir- 
ector or  all  member  physicians  may  act  as  a committee  of  the  whole.  In  larger 
groups,  the  committee  may  be  composed  of  the  manager,  the  medical  director, 
department  heads,  and  nursing  supervisors.  In  naming  the  risk  management 
committee,  the  primary  consideration  Is  to  choose  members  who  have  credibility 
within  the  group  so  that  their  recommendations  will  be  Implemented. 

0 ld2.nXt^yicatton  AJj>k^:  The  risk  manager  should  prepare  a list  of  the  types 

of  occurrences  which  produce  potential  malpractice  situations.  Including: 

# Mc.(itca£  accXde.nt6  and  yincidznt^:  Accidents  to  patients,  visitors,  and 

staff  are  obvious  examples  as  are  security  problems,  a pattern  of  missing 
medications,  and  diagnostic  errors.  Sudden  death,  falls.  Injury  secondary 
to  a medical  procedure,  drug  error  or  reaction,  and  mishaps  due  to  mal- 
functioning equipment  are  other  occurrences  which  should  be  documented. 

The  recommended  method  of  documenting  such  Incidents  Is  a standarlzed 
Incident  report  prepared  by  the  staff  member  present  at  the  time  and 
place  of  the  event  or  Its  discovery. 

§ VAOC-ZdoAoZ  d2,(^asjilXi> , Including  the  non-performance  of  usual  procedures, 
performance  of  unusual  procedures,  and  lack  of  documentation  of  treatment. 

0 In^OAmed  aon^€.nt  AAA.eguXaAAXie^ : The  failure  to  provide  complete  Informa- 

tion on  risks  and  outcomes  of  prescribed  medical  procedures  and  to  obtain 
Informed  consent  can  also  trigger  malpractice  actions. 

0 Patient  C0mpZatnt6:  Signs  of  dissatisfaction  with  care,  such  as  patient 
complaints  about  delays  or  charges,  hints  of  legal  action,  or  an  unex- 
pected request  from  an  attorney  for  a medical  record,  should  precipitate 
an  Incident  report. 

0 SpecXat  pAOC.eduAeJ>:  For  high-risk  procedures  or  specialties,  special 

risk  management  procedures  may  be  appropriate  and  may  need  to  be  Imple- 
mented. Because  a group  practice  usually  will  not  have  an  extensive 
history  of  malpractice  claims  to  use  as  a data  base.  It  may  be  necessary 
to  refer  to  external  sources,  such  as  published  studies,  specialty 
society  studies,  or  malpractice  Insurance  carriers. 

0 Incident  RepoAt:  An  incident  report  should  be  used  to  document  any  Incident, 

as  defined  by  the  risk  management  protocol,  that  presents  a malpractice  risk. 
The  report  should  Include  the  name,  date,  place,  time,  and  details  of  the  In- 
cident, together  with  any  supporting  clinical  data.  Because  the  Incident  re- 
port may  be  discoverable  In  legal  proceedings.  It  should  contain  only  objective 
Information  comparable  to  that  contained  In  the  medical  record. 

0 AnaZy4>t6:  For  the  range  of  medical  and  accident  Incidents,  the  risk  manager 

or  team  should  be  responsible  for  analyzing  all  Incident  reports  and  Initiating 
corrective  action.  It  should  be  determined  If  the  Incident  Is  an  Isolated 
occurrence  or  part  of  a pattern  that  Indicates  the  need  for  corrective  action. 

0 CoAAective  action:  Corrective  actions  should  take  the  form  of  reviewing  and 

modifying  existing  procedures. 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same'Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  Otolaryngol- 
ogists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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RADIATION  ONCOLOGY  ASSOC.,  INC. 

MEDICAL/PROFESSIONAL  CONDOMINIUM  SUITES 

FOR  SALE  OR  LEASE 
825  NORTH  MAIN  STREET,  PROVIDENCE 

• Up  to  7,200  square  feet  of  first-class  space 

• Custom  design  completion 

• Ample  parking  for  staff  and  patients 

• Handicapped  access;  on  bus  line 

• Laboratory,  radiology  presence 

• Occupancy:  Summer  1986 

Owner:  Radiation  Oncology  Associates,  Inc. 

For  further  details  call: 

James  F.  Reynolds  (331-3700)  or  Jerome  R.  Sapolsky  (521-9700) 
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OUR  CLIENT  PHYSICIANS  DO  NOT  WASTE  TIME 
“WAITING  FOR  THE  LAB  REPORr’....WHY  SHOULD  YOU? 

• 24  Hour  Stat  Service  Every  Day  of  the  Year. 

• Shortest  Turnaround  Time  Available. ..Anywhere. 

• Mobile  Teams  for  Phlebotomy,  X-Ray,  EKG  and  Holter  Monitoring  Service. 

Our  Mobile  X-Ray  teams  usually  provide  a ‘Wet'  reading  in  less  than  2 hours. 

• All  Materials  are  Provided. 

• Patient  Service  Centers  Conveniently  Located  Throughout  Rhode  Island. 

• Courier  Service  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Widest  Range  of  In-House  Testing  Available  in  Rhode  Island,  including  all 
standard  and  customized  profiles,  as  well  as  many  specialized  tests,  such  as 
CEAs,  Ferritins,  Hemoglobin  AiC  (Clycohemoglobin),  Quantatative  Beta  HCC, 
ANA  (by  immunoflorescent  microscopy).  Hepatitis  Panels,  Bi:  and  Folic  Acids, 
and  a wide  range  of  therapeutic  Drug  Monitoring. 


CYTOLOGY  and  TISSUE  PATHOLOGY 

• Supervised  by  a Board  Certified  Pathologist. 

• Trained  Couriers  to  Pick  Up  Specimens  and  Hand  Deliver  Reports. 

• Average  3 Day  Turnaround  Time. ..Less  for  a Stat  Situation. 

• All  Materials  are  Provided. 

We  participate  and  accept  Blue  Cross,  Medicare,  and  Commercial  Insurance 
Coverage,  and  take  care  of  all  paperwork  involved. 


Cranston  Medical  Laboratory,  Inc. 

West  Bay  Medical  Center 
1370  CKANS  rON  STRIdH , CRANS  I ON,  RI  02920 

943-1211 


RI  TOLL  FRLK  1-800-942-1011 
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staffing  • Private  Duty  • Home  Care 

WHY  HAVE  WE  GROWN  TO  BE  ONE  OF 
THE  LARGEST  PROVIDERS  OF  NURSING 
PERSONNEL  IN  RHODE  ISLAND? 

• We  have  one  of  the  largest  statewide  staffs  of  registered  and  licensed  practical  nurses  available  in 
Rhode  Island. 

• Our  Social  Service  and  Nursing  Departments  work,  around  the  clock,  everyday,  to  meet  specific  patient 
needs. 

• Most  major  hospitals  and  extended  care  facilities  rely  on  us  for  their  supplemental  staffing  needs. 

• More  physicians  than  ever  before  are  recommending  our  Agency  with  confidence  to  patients  who  need 
PRIVATE  DUTY  NURSING  CARE  in  the  hospital,  home  or  nursing  home. 

Providing: 

Registered  Nurses 
Licensed  Practical  Nurses 
Nursing  Assistants  and  Orderlies 
Homemakers  — Home  Health  Aides 

When  Private  Duty  Nursing  Care  is  needed  call 


The  Friendly  Health  Care  Professionals 


L M Nursing  Services  Inc. 

Providence  401'751'2440  Pawtucket  401 '728'9898 


24  HOURS  A DAY 


7 DAYS  A WEEK 


NECAD' 


NORTHEASTERN  CONFERENCE 
on  ALCOHOLISM  and 
DRUG  DEPENDENCE 


May  4-7,  1986 

SHERATON-ISLANDER  INN  & CONFERENCE  CENTER 
NEWPORT,  RHODE  ISLAND 


The  Honorable  Harold  E.  Hughes,  Opening  Speaker 
FACULTY 


Robert  J.  Ackerman,  Ph.D. 

Sheila  Blume,  M.D. 

Stephanie  Brown,  Ph.D. 

Millicent  Buxton,  B.A. 

Philip  Oliver-Diaz,  M.S.W.,  C.S.W. 
William  GrifTith,  M.D. 


Rev.  Philip  Hansen,  C.T. 
GUes  KeUy,  O.F.M.,  C.A.C. 
Estill  “Skip”  Mitts 
Valerie  Pinhas,  Ph  D. 

Robert  Premer,  M.D. 

Rose  Ann  Shorey,  Ph.D. 


David  Smith,  M.D. 

G.  Douglas  Talbott,  M.D. 
John  Wallace,  Ph.D. 
Arnold  Washton,  Ph.D. 
Janet  Woititz,  Ed.D. 


SPONSORED  BY  EDGEHILL  NEWPORT  FOUNDATION 

CO-SPONSORED  BY  AMERICAN  MEDICAL  SOCIETY  ON  ALCOHOLISM  AND  OTHER  DRUG  DEPENDENCIES,  INC. 


For  Information,  Contact 
EidgehiU  Newport  Foundation 
Beacon  Hill  Road  Suite  104 
Newport,  RI  02840  (401)  847-2225 

Early  Registration  Discount 


AMSAODDI  is  accredited  by  the  Accreditation  Council  for  CMEs  and  certifies  that 
this  continuing  nnedical  education  offering  meets  the  criteria  for  XS  hours  in 
Category  I of  the  physicians’  recognition  award  of  the  American  Medical 
Association. 

AAFP  has  reviewed  and  accepted  NECAD  for  18  prescribed  hours. 

CAC-CEUs  pending  for  CT,  DC,  DE,  MA.  MD,  ME,  NH,  NJ,  NY,  OH,  PA.  RI.  VT. 
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A New  Payment  Schedule? 


Two  Boston  surgeons  have  developed  a new  way 
of  calculating  insurance  reimbursement  sched- 
ules which  is  based  on  the  relative  difficulty  of 
performing  a procedure  rather  than  the  amount 
of  time  required.  Working  under  the  aegis  of  the 
Boston  University  Health  Policy  Institute,  Doc- 
tors Richard  H.  Egdahl  and  Barry  Manuel,  both 
of  the  Boston  University  Medical  School,  have 
proposed  a means  of  ranking  various  surgical 
services  as  “global  experiences”  that  consider 
surgeons’  assessments  of  their  complexity  and 
severity.  By  relying  on  professional  consensus, 
they  hope  to  avoid  the  drawbacks  of  existing 
approaches  which  place  inordinate  emphasis  on 
, the  value  of  time,  but  fail  to  take  into  account 
j more  subjective  judgments  about  the  complexity 
of  procedures  and  the  stress  on  surgeons  per- 
forming them. 

The  trouble  with  current  reimbursement 
schedules,  according  to  Egdahl,  is  that  they  are 
; “just  initial  charges  inflated  without  any  judg- 
ment at  all,”  leading  to  widespread  criticism  and 
i resentment  by  physicians.  As  an  example,  the  fee 
schedule  issued  by  the  Massachusetts  Rate  Setting 
1 Commission  for  Medicaid  reimbursement  in 
1983  had  to  be  rescinded  the  next  year  because  of 
the  opposition  of  physicians  and  surgeons. 

To  avoid  such  problems,  the  Boston  research- 
ers enlisted  twelve  Massachusetts  surgeons  to 
participate  in  ranking  procedures  on  a numerical 
basis.  The  group  included  some  surgeons  with 
academic  affiliations,  some  with  community  j)rac- 
tices,  and  others  described  as  “senior  surgical 
statesmen.”  The  volunteers  were  sent  alphabeti- 
cal lists  of  commonly-performed  procedures  with 
instructions  to  rank  them  according  to  the  com- 
plexity and  severity.  In  doing  so,  they  were  asked 
to  consider  the  skill,  risk,  and  judgment  involved 
in  each  procedure  as  well  as  the  total  time  re- 
quired from  preoperative  consultation  through 
postoperative  care.  Ehe  rankings  could  range 
from  one  to  100,  with  higher  numbers  assigned  to 
the  services  the  surgeons  considered  more  de- 


manding. The  results  of  the  initial  independent 
ranking  revealed  that  the  surgeons  differed  con- 
siderably on  the  specific  numbers  assigned  to 
each  procedure.  The  order  of  the  rankings, 
however,  was  quite  similar. 

In  preparation  for  a face-to-face  meeting 
among  the  panelists,  each  surgeon  received  all  of 
the  raw  data  rankings,  composite  mean  rankings, 
and  composite  mean  rankings  without  the  high 
and  low  values.  With  a researcher  from  the 
Health  Policy  Institute  serving  as  a discussion 
leader,  the  surgeons  talked  about  how  they  had 
done  the  rankings.  Within  a six-month  period, 
the  group  met  four  times  for  sessions  lasting  from 
two  to  three  hours  each.  Between  the  sessions, 
each  surgeon  reconsidered  the  rankings  on  a mail 
questionnaire. 

“The  process,”  explain  Egdahl  and  Manuel  in 
Surgery,  Gynecology,  Obstetrics  (160:403,  1985), 
“is  designed  to  encourage  the  panelists  to  rate 
individual  services  based  on  collective  experi- 
ence, rather  than  individual  preference.  The  rat- 
ing of  complexity  and  severity  between  meetings 
was  done  independently  and  anonymously  to 
prevent  individual  panelists  from  exerting  undue 
influence  over  the  ratings.”  Consensus  did 
emerge,  however,  and  at  the  fourth  session  the 
group  unanimously  voted  a numerical  index 
ranking  the  complexity  and  severity  of  24  surgi- 
cal services.  The  rankings  ranged  from  three  for 
a thoracentesis  to  100  for  a pancreatoduoden- 
ectomy. 

rhe  method  is  now  being  extended  to  services 
performed  by  internists,  and  it  is  anticipated  that 
the  ranking  can  be  used  to  compare  the  complex- 
ity and  severity  of  medical  procedures  with  those 
performed  by  surgeons.  An  appendectomy  and 
cardiac  catherization,  as  an  example,  may  well  he 
assigned  the  same  index  numher. 


Wendy  J.  .Smith 
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stop  — Read  This 

On  October  10,  1985,  seven  hundred  doctors 
marched  on  the  Massachusetts  statehouse  to  sup- 
port testimony  at  a hearing  on  malpractice  insur- 
ance. Lawyers  testified  less  effectively  than  usual 
or  chose  not  to  testify  at  all  in  this  atmosphere. 
This  demonstration  of  collective  support  was 
effective  in  getting  the  doctors’  view  in  a favor- 
able light.  Those  doctors  closed  their  offices  for 
the  day  and  gave  their  patients  printed  explana- 
tions of  the  liability  insurance  crisis. 

This  action  has  great  relevance  for  Rhode  Is- 
land. Twice  a year  members  of  the  delgations  to 
the  AMA  and  the  officers  of  the  societies  of  the 
six  New  England  states  get  together  to  discuss 
matters  of  mutual  concern.  This  year  the  domi- 
nant topic  was  the  malpractice  crisis.  There  was 
general  agreement  that  there  would  be  little,  if 
any,  initiative  from  state  government  to  solve  the 
problem.  State  legislators  do  not  perceive  that 
there  is  a problem.  They  feel  as  they  do  because 
there  is  no  groundswell  of  public  opinion  on  the 
subject.  Remember  that  legislators  are  elected  by 
the  public  and  are  responsible  to  them.  If  the 
public  expresses  strong  opinions,  legislators  must 
respond  or  risk  losing  their  seats.  We  are  living  in 
a democracy  where  the  ultimate  power  resides  in 
the  population  at  large. 

It  is  not  surprising  that  there  is  little  public 
opinion  on  malpractice  or  other  critical  medical 
issues  when  there  is  little  expression  of  dissatis- 
faction by  the  doctors  themselves.  When  doctors 
do  get  together  and  act  collectively,  results  sud- 
denly materialize. 

In  September  I sent  a personal  letter  to  all 
members  of  the  Rhode  Island  Medical  Society 
urging  them  to  write  to  their  United  States  repre- 
sentatives and  the  two  senators.  I heir  names  and 
addresses  were  included.  The  subject  matter  re- 
lated to  the  impending  freeze  on  Medicare  fees. 

How  many  of  you  actually  wrote? 

I received  copies  of  four  letters.  Perhaps  others 
were  sent  but  I doubt  that  there  were  many.  If 
Senators  Claiborne  Pell  or  John  H.  Chafee  had 
received  1,000  letters  from  Rhode  Island  doctors 


Herbert  Rakatansky,  MD 


in  September,  they  would  have  taken  some 
notice.  In  fact,  the  senators’  staff  report  that  very 
little  mail  was  received,  and  it  was  concluded  that 
the  doctors  were  not  interested.  If  we  as  physi- 
cians cannot  respond  to  a critical  situation  with 
even  a letter,  what  hope  do  we  have  in  the  battle 
over  malpractice? 

To  illuminate  this  situation  and  proposed 
possible  remedies,  the  Rhode  Islancl  Medical 
Society  has  introduced  a resolution  at  the  AMA 
House  of  Delegates  requesting  the  Board  of 
Trustees  to  study  this  problem  of  apathy  in  doc- 
tors and  their  apparent  lethargy  in  resjionding  to 
the  political  process. 

Plans  are  being  made  for  the  spring  session  of 
the  legislature,  fhe  cooperation  of  every  doctor 
will  be  needed  if  there  is  to  be  any  chance  of 
success.  Among  other  activities,  we  are  planning: 

Breakfast  meetings  with  local  legislators  in 
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each  county.  The  legislators  must  hear  from 
their  local  constituents  about  the  nature  of  the 
problem.  Every  member  must  attend.  If  the  room 
is  not  packed,  why  should  the  legislators  believe 
that  we  care? 

Personal  contact  with  each  legislator.  This  is 
critical.  We  now  have  physician  contacts  with  a 
little  over  50  per  cent  of  the  House  of  Representa- 
tives and  the  Senate.  If  you  know  a legislator,  are 
a neighbor,  or  have  some  other  contact,  let  the 
Society  know.  When  the  time  comes  for  passing 
legislation,  we  must  contact  each  one  personally. 
YOU  can  serve  as  a contact  and  carry  the  mes- 
sage. 

Attendance  at  legislative  committee  hearings. 

We  can  demonstrate  our  interest  by  showing  up. 
The  Rhode  Island  Medical  Society  will  contact 
you  and  give  you  details.  Please  come  when  you 
are  needed.  It  is  our  own  interest  and  the  welfare 
of  our  patients  that  we  are  seeking  to  protect.  It 
may  be  inconvenient,  but  it  is  necessarv. 

Writing  letters.  A collective  response  focused 
on  a specific  issue  may  be  eflective.  A small  num- 
ber of  letters  will  not  be  effective,  nor  will  spo- 


radic efforts  or  form  letters.  Individual  letters 
about  specific  issues  sent  at  the  right  time  are 
what  is  needed.  When  the  time  comes,  the  Society 
will  inform  you  of  the  specific  issues  and  the 
names  and  addresses  of  critical  members  of  the 
legislative  committees. 

Education  of  our  patients  and  friends.  By  now 

each  member  of  the  Society  should  have  received 
a briefing  sheet  outlining  responses  to  common- 
ly-asked c|uestions  about  the  malpractice  crisis. 
Talk  to  your  patients  about  this,  talk  to  your  non- 
physician friends,  talk  to  anybody  who  will  listen. 
We  can  influence  public  opinion  if  we  try. 

Other  plans  are  also  afoot,  including  the  use  of 
mass  media  and  other  forms  of  communication. 
If  you  have  ideas  about  other  alternatives,  let  us 
know.  If  you  agree  with  our  approach,  let  us  know. 
If  you  disagree  with  our  approach,  let  us  know.  If 
you  have  ideas  about  how  to  motivate  doctors,  let 
us  know. 

Drop  a card  or  note  to  me  at  the  Society.  If 
numerous  (perhaps  1,000)  replies  are  not  re- 
ceived, I may  conclude  along  with  our  legislators 
that  nobody  cares. 


There  must  be  a good  reason  why 
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A Profile  of  Injury  Mortality  in  Rhode  Island, 
1980-1982 

Trauma  Accounts  for  38.3  Per  Cent  of  All  Potential  Productive  Years  of  Life  Lost 


Ian  R.  H.  Rockett,  PhD 


Shortly  before  his  recent  untimely  death,  Doctor 
William  Haddon,  well-known  for  his  pioneering 
work  in  the  field  of  injury  control,  observed  that 
“injuries  and  their  prevention  are  the  last  of  the 
great  human  plagues  to  be  the  subject  of  scientific 
inquiry  and  understanding.”’  This  is  despite  the 
fact  that  trauma,  which  includes  intentional  and 
unintentional  injuries,  is  the  major  killer  of 
Americans  between  the  ages  of  one  and  43. 
However,  there  are  encouraging  signs  that  injury 
control  and  prevention  are  finally  coming  of  age, 
both  as  a scientific  pursuit  and  as  a serious  public 
health  concern.  For  example,  three  seminal 
books  have  been  published  on  this  topic  within 
the  past  two  years.’’  Moreover,  the  Associa- 
tion of  Schools  of  Public  Health  and  the  Centers 
for  Disease  Control  (CDC)  cosponsored  a confer- 
ence in  October  1984,  focusing  on  the  design  of 
appropriate  training  modules  and  the  develop- 
ment of  a model  national  strategy  for  injury  con- 
trol. Finally,  the  CDC  has  just  established  a sepa- 
rate division  of  injury  epidemiology  and  control. 

Within  Rhode  Island,  the  Department  of 
Health  is  addressing  the  injury  control  question 
in  a variety  of  ways.  Relevant  activities  include  a 
hospital-based  emergency  room  investigation  of 
motor  vehicle  injuries,  initiatives  to  create  a divi- 
sion of  injury  control,  and  participation  in  a re- 
gional task  force.  Fhis  paper  reports  on  some  of 
the  work  carried  out  in  connection  with  the  task 
force.  Fhe  specific  focus  is  injury  mortality.  Fo 
put  injuries  in  perspective,  they  are  first  ex- 


lan  R.  //.  Rockett,  PhD,  is  Director  of  the  Motor  Vehi- 
cle Injury  Control  Program,  Rhode  Island  Department 
of  Health,  and  Adjunct  Assistant  Professor  of  Sociolo- 
gy, lirown  University,  Providence,  Rhode  Island. 


amined  in  relation  to  other  leading  causes  of 
death.  The  comparison  is  not  limited  to  mortality 
incidence,  but  also  involves  attention  to  prema- 
ture mortality. 

Data  and  Methods 

The  data  are  derived  from  the  Division  of  Vital 
Statistics  at  the  Department  of  Health.  They  per- 
tain to  Rhode  Island  residents  and  cover  the 
calendar  years  1980  through  1982.  The  decision 
to  use  the  census  year  1 980  as  the  base  year  rather 
than  1981  probably  results  in  a slight  inflation  of 
the  mortality  rates.  These  rates  are  expressed  in 
person  years.  The  use  of  triennial  data  yields 
more  stable  sets  of  rates  than  those  based  on 
annual  data. 

Premature  mortality  is  measured  through  the 
concept  of  “potential  productive  years  of  life 
lost.”  Following  CDC  practice,  premature  mortal- 
ity is  expressed  as  years  of  life  lost  between  ages 
one  and  65.  These  are  computed  by  multiplying 
the  number  of  deaths  at  each  age  by  the  differ- 
ence between  that  age  and  age  65. 

The  underlying  cause  of  deaths  attributable  to 
disease  is  classified  in  accordance  with  the  di- 
agnostic codes  (N  codes)  of  the  ninth  revision  of 
the  International  Classification  of  Diseases,  Clinical 
Modification  (ICD-9-CM).'’  In  the  case  of  deaths 
due  to  injury,  classification  is  by  princijjal  exter- 
nal cause  (K  code). 

Results 

From  highest  to  lowest  ranking,  the  five  leading 
cau.ses  of  death  in  Rhode  Island  are  heart  disease, 
malignant  neoplasms,  cerebrovascular  disease, 
injuries,  and  chronic  obstructive  pulmonary  dis- 
ease ((;OPD)  ( Fable  I).  Of  these,  heart  disease 
and  neoplasms  account  for  ajiproximately  45  jier 
cent  of  total  deaths.  Only  5.1  per  cent  of  the 
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aggregate  is  attributable  to  injury. 

A radically  different  picture  emerges  with  the 
application  of  the  premature  mortality  measure. 
Injuries  rise  from  fourth  place  to  first  (Figure  1). 
Malignant  neoplasms  and  COPD  retain  their  ini- 
tial positions,  that  is,  second  and  fifth,  respective- 
ly. Heart  disease  declines  from  first  to  third  place. 
The  category  of  chronic  liver  disease  and  cir- 
rhosis displaces  cerebrovascular  disease  from  the 
top  five  rankings.  Injuries  alone  account  for  38.3 
per  cent  of  all  potential  productive  years  of  life 
lost. 

In  order  of  numerical  importance,  the  major 
causes  of  injury  mortality  in  Rhode  Island  are 
traffic  accidents,  suicide,  and  falls  (Table  2). 
Together,  they  are  responsible  for  approximate- 
ly two-thirds  of  all  injury  deaths.  Homicide 
accounts  for  a further  9.9  per  cent  of  these 
deaths.  This  figure  represents  more  than  double 
the  respective  contributions  of  the  other  leading 
causes  of  fatal  injury,  which  are  fire  and  scalding, 
drowning,  poisoning,  and  choking. 

Injury  mortality  is  characterized  by  substantial 
age  and  sex  differentials  (Table  3).  Among  males, 
the  15-29  age  group  manifests  the  highest  pro- 
portion of  deaths,  followed  by  the  30-44  age 
group.  Among  females,  the  highest  proportion 
of  deaths  is  found  in  the  oldest  age  group.  This 
population  has  twice  as  many  deaths  as  the 
second  largest  group,  that  aged  15-29. 

Examination  of  the  age-specific  death  rates  in 
Table  3 indicates  that,  regardless  of  sex,  the  old- 
est age  group  is  at  greatest  risk  of  fatal  injury  and 
the  youngest  at  least  risk.  Except  for  the  0-14  and 
over  74  populations,  however,  females  exhibit 
much  more  uniform  rates  than  do  males.  Com- 
parison of  male  and  female  rates  reveals  that  the 
injury  mortality  burden  is  borne  dispropor- 


Table  1 . — Percentage  Distribution  of  Leading  Causes 
of  Death 


Cause  (ICD-9-CM) 

Per  Cent 

Heart  Disease  (390-398,  402,  404-429) 

41.4 

Malignant  Neoplasms  (140-208) 

23.7 

Cerebrovascular  Disease  (430-438) 

7.1 

Injuries  (E800-E999) 

Chronic  Obstructive  Pulmonary  Disease 

5.1 

and  Allied  Conditions  (490-496) 

3.0 

Other 

19.7 

TOTAL 

100.0 

(N  = 27,41 3) 

Table  2.  — Percentage  Distribution  of  Causes  of 
Injury  Deaths 


Cause 

Per  Cent 

Cause 

Per  Cent 

Traffic 

27.0 

Drowning 

4.1 

Suicide 

23.3 

Poisoning 

3.3 

Fall 

17.6 

Choking 

3.0 

Homicide 

9.9 

Other 

7.6 

Fire/Scald 

4.2 

TOTAL 

100.0 

(N  = 1,389) 


tionately  by  males.  Ratios  are  smallest  at  the  ex- 
treme ages.  The  maximum  ratio  is  3.8:1  in  the 
population  aged  15-29.  Thereafter,  the  ratio  de- 
clines steadily  until  reaching  a minimum  of  1.5: 1 
in  the  over  74  population. 

Age  and  sex-specific  death  rates  for  the  four 
leading  causes  of  injury  fatalities,  namely,  traffic 
“accidents,”  suicide,  falls,  and  homicide,  are  de- 
picted in  Figure  2 (a  and  b).  Regardless  of  cause 
or  sex,  the  0-14  population  is  least  likely  to  die 


Table  3.  — Age-Sex  Distribution  and  Levels  of  Injury  Mortality* 


Male 

Female 

Ratio  of 

Male/Female 

Age 

Per  Cent 

Rate 

Per  Cent 

Rate 

Death  Rate 

0-14 

4.9 

15.3 

5.6 

9.2 

1.7:1 

15-29 

37.8 

91.8 

20.0 

23.9 

3.8:1 

30-44 

21.0 

78.2 

15.5 

27.9 

2.8:1 

45-59 

13.3 

56.3 

12.5 

24.0 

2.3:1 

60-74 

11.0 

63.2 

14.8 

32.3 

2.0:1 

75 -h 

12.0 

218.6 

31.6 

142.3 

1.5:1 

TOTAL 

100.0 

68.2 

100.0 

31.2 

2.2:1 

(n) 

(924) 

(465) 

‘Rates  are  expressed  per  100,000  person  years. 
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FIGURE  1 

POTENTIAL  PRODUCTIVE  YEARS  OF  UFE  LOST 
RHODE  ISLAND.  1960-1982 
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because  of  injury.  This  finding  conforms  to  the 
general  injury  findings  arising  from  Table  3,  as 
does  the  observation  that  male  rates  typically  ex- 
ceed those  of  females. 

Male  suicide  rates  are  highest  in  the  30-34  age 
group,  and  in  the  two  adjacent  categories  (Figure 
2a).  Female  rates  are  relatively  low  through  ages 
15-29,  and  then  peak  in  the  two  subsequent  age 
groups.  Even  at  their  highest,  however,  they  are 
less  than  half  the  corresponding  male  rates.  At 
ages  15-29,  the  fraction  is  approximately  one- 
eighth.  Male  homicide  rates  peak  at  ages  30-44. 
Female  homicide  rates  are  not  only  much  lower 
than  male  rates,  except  at  ages  0-14  and  60-74, 
but  they  also  exhibit  less  variation.  Other  than  at 
the  extreme  ages,  male  suicide  rates  clearly  sur- 
pass male  homicide  rates,  and  female  suicide  and 
homicide  rates. 

Traffic  mortality  follows  a bimodal  pattern  for 
both  sexes,  although  this  pattern  is  more  pro- 
nounced for  males  (Figure  2b).  The  salient  age 


groups  are  15-29  and  over  74.  Traffic  “accidents” 
actually  exert  their  strongest  impact  on  the  15-29 
male  population.  The  relevant  rates  are  approx- 
imately three-and-a-half  times  those  of  the  cor- 
responding female  population.  The  oldest 
females  manifest  the  highest  traffic  mortality  for 
their  sex.  Nevertheless,  their  rate  is  still  marginal- 
ly lower  than  that  of  their  male  counterparts. 

Of  the  four  leading  injury  categories,  the  mor- 
tality pattern  for  falls  is  the  most  deviant  (Figure 
2b).  For,  unlike  traffic  “accidents,”  suicide,  and 
homicide,  falls  are  a relatively  minor  cause  of 
death  among  younger  people.  In  fact,  fall  death 
rates  remain  low  for  both  sexes  from  youth 
through  ages  60-74.  They  escalate  sharply, 
however,  after  age  74.  The  fall  rates  in  the  over 
74  population  dwarf  any  of  the  other  age-specific 
death  rates  registered  in  the  four  injury  catego- 
ries (Figure  2a  and  b).  Again,  the  sex  differential 
is  evident,  with  the  male  rate  being  one-and-a- 
half  times  greater  than  the  female  rate. 
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FIGURE  2 

LEADING  CAUSES  OF  FATAL  INJURIES  BY  AGE  AND  SEX 
RHODE  ISLAND.  1980-1982 

(a)  SUICIDE  and  HOMICIDE 
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Discussion 

Traffic  accidents  and  suicide  account  for  more 
injury  deaths  in  Rhode  Island  than  any  other 
cause.  They  are  followed  by  falls  and  homicide. 
Falls  deviate  from  usual  injury  mortality  patterns 
in  that  they  are  primarily  a hazard  of  old  age. 
Contrary  to  a popular  conception,  it  appears  that 
suicide  is  neither  predominantly  a problem  for 
teenagers  nor  the  elderly.  With  regard  to  preven- 
tive strategies,  however,  adolescents  may  well  be 
the  most  accessible  group  by  virtue  of  their 
attachment  to  educational  institutions. 

A caveat  is  necessary.  Focusing  on  mortality, 
without  also  considering  the  impact  of  morbidity, 
inevitably  understates  the  extent  of  injuries  as  a 
public  health  problem.  This  assertion  is  rein- 
forced by  findings  from  the  Northeastern  Ohio 
Trauma  Study®  and  the  Massachusetts  Statewide 
Childhood  Injury  Prevention  Program.'  To  ad- 
vance both  the  quality  and  utility  of  injury  mor- 
bidity data  in  Rhode  Island,  E-codes  should  be 
routinely  reported  in  the  uniform  hospital  dis- 
charge data  set  as  they  are  on  death  certificates. 
While  less  feasible,  such  reporting  is  also  desir- 
able on  all  emergency  room  cases.  Knowledge  of 
the  external  cause  of  injury,  as  well  as  of  its  nature 
(N-code),  would  greatly  facilitate  the  institution 
of  effective  surveillance  systems.  These  in  turn 
would  enhance  the  rational  deployment  of  scarce 
medical  and  other  health  care  resources,  and  be 
invaluable  in  designing,  targeting,  and  evaluating 
countermeasures  aimed  at  minimizing  the  injury 
burden  of  the  state. 

In  many  respects,  the  field  of  injury  control 
occupies  the  position  held  by  cancer  control  two 


decades  ago.  As  with  cancer  then,  it  is  recognized 
increasingly  now  that  there  is  no  justification  for 
being  passive  and  fatalistic  about  injuries.  They 
are  neither  truly  accidents  nor  “acts  of  God.” 
Injuries  are  predictable  for  populations,  if  not  for 
individuals.  Moreover,  they  are  probably  the 
most  preventable  of  the  major  causes  of  death  in 
Rhode  Island.  Concerted  systematic  efforts  to  re- 
duce injury  mortality  would  translate  into  a sub- 
stantial diminution  in  premature  death.  As  this 
research  has  demonstrated,  injuries  are  the  pri- 
mary cause  of  loss  of  productive  years  of  life. 

Acknowledgments 

Gratitude  is  extended  to  Doctor  William  Hollins- 
head  for  his  comments  on  a previous  draft  of  this 
paper,  and  to  Doctor  Robert  Cabral,  Debra 
Combs,  and  Donald  Perry  for  their  technical 
assistance. 

References 

' Baker  SP,  O'N'eill  B,  Karpf  R:  The  Injury  Fact  Book,  Lexington,  M.\: 
DC  Heath,  1984. 

^ Vital  Statistics  of  the  United  States,  Vol  II-Mortality  Part  A,  1977. 

DHHS  Pub.  No.  PHS  81-1101.  Hvattsville.  MD:  DHHS,  1980. 

* Robertson  LS;  Injuries:  Causes,  Control  Strategies,  and  Public  Policy. 
Lexington,  M.\:  DC  Heath,  1983. 

Waller  J.V:  Injury  Control:  ,4  Guide  to  the  Causes  and  Prevention  of 
Trauma.  Lexington,  M.\:  DC'.  Heath,  1984. 

^ International  Classification  of  Diseases,  Ninth  Revision,  Clinical  Mod- 
ification. .\nn  Arbor,  MI:  Commission  on  Professional  and  Hos- 
pital .Activities,  1978. 

Fife  D,  Barancik  J,  Chatterjee  M:  Northeastern  C4hio  trauma 
study.  II:  Injury  rates  bv  age,  sex,  and  cause.  .Am  J Public  Health, 
74:473-478,  1984. 

^ Callagher  SS,  Finison  K,  Ckiyer  B,  et  al:  The  incidence  of  injuries 
among  87,000  Massachusetts  children  and  adolescents:  Results  of 
the  1980-81  statewide  childhood  injury  prevention  program  sur- 
veillance system.  .Am  J Public  Health,  74:1340-1347.  1984. 


75  Davis  Street 

Providence,  Rhode  Island  02908 


December,  1985 


Vol.  68 


547 


The  changes  are  all  around 
us.  New  HMO's.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 
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Clinical  Prediction  of  the  Vioient  Patient 

i 

i 

! 

While  No  Accurate  and  Specific  Criteria  for  Predicting  Violent  Acts  Exist, 
Their  Incidence  Can  Be  Reduced 


i, 

j Manuel  E.  Soria,  MD 
Thomas  A.  Jordan,  MSW 


The  front  pages  of  the  daily  newspapers  invari- 
ably carry  news  of  some  form  of  violence.  In 
1981,  millions  of  Americans  witnessed  the 
attempted  assassination  of  President  Reagan  on 
television.  When  the  alleged  assassin  was  found 
not  guilty  by  reason  of  insanity,  a strong  public 
uproar  followed.  This  resulted  in  increased  con- 
cern about  potential  violence  among  the  mentally 
ill  and  the  assessment  and  treatment  of  violent 
patients. 

Violence  and  dangerous  behavior  continue  to 
be  controversial  subjects,  both  in  the  criminal 
courts  and  in  the  mental  health  system.  Accurate 
predictions  of  dangerousness  are  at  best 
speculative.*'^  The  question  of  legal  responsibil- 
ity is  always  present  when  a dangerous  person  is 
released  from  custody  prematurely  or  when 
potential  victims  are  not  informed.  Widely 
varying  legal  definitions  of  dangerousness  and 
the  clinical  difficulties  of  predicting  future  be- 
havior greatly  limit  accurate  assessments.*’ 

Historical  Trends 

By  the  mid-1970s,  the  concept  of  prediction  of 
dangerousness  to  others  or  to  self  had  been  in- 
cluded in  the  criteria  for  civil  commitment  in 
virtually  every  state  in  the  Union.  In  the  correc- 
tional system  decisions  concerning  the  release  of 

Manuel  E.  Soria,  MD,  is  Assistant  Professor  of 
Psychiatry,  School  of  Medicine,  Oral  Roberts  Universi- 
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Health,  Cranston,  Rhode  Island. 

Thomas  A.  Jordan,  MSW,  is  Clinical  Social  Worker, 
Forensic  Unit,  Institute  of  Mental  Health,  Cranston, 
Rhode  Island. 


convicted  criminals  are  made  by  parole  boards, 
relying  upon  their  own  intuitive  judgment.  In 
some  cases,  psychiatrists,  psychologists,  or  both 
are  consultecl  for  their  assessments  of  the  offend- 
er’s danger  to  society.  Studies  by  Monahan  reveal 
that  some  persons  would  still  manifest  violent 
behavior  on  occasion  despite  comprehensive 
multidisciplinary  evaluations.^’  ^ How  safe  are 
offenders  who  have  been  sent  to  prison  for  indef- 
inite periods  and  released  after  being  evaluated 
by  a psychiatrist,  a psychologist,  and  the  parole 
board?  The  abolition  of  indeterminate  prison 
sentences  and  implementation  of  rehabilitation 
have  been  the  guiding  principles  in  determining 
the  nature  of  punishment.  A significant  factor  in 
this  trend  is  tbe  concept  that  dangerousness  can 
be  predicted  accurately.'’  ** 

Studies  on  the  Predictability  of  Violence 

One  of  the  best  known  studies  of  the  prediction  of 
dangerousness  is  that  of  Steadman  and  his  associ- 
ates in  the  so-called  “Baxtrom  patients.”*’  ^ In  a 
period  of  four  years,  2.7  per  cent  of  these  patients 
were  returned  to  the  hospitals  to  which  they  had 
originally  been  committed.  A subsample  revealed 
that  17  per  cent  had  been  arrested  for  serious 
crimes  and  seven  per  cent  were  convicted.  Not  all 
of  the  convictions  resulted  in  confinement.  The 
vast  majority  of  those  supposedly  dangerous  pa- 
tients were  in  fact  dangerous  when  released  in  the 
community.  This  study  postulates  that  predic- 
tions of  violent  behavior  are  correct  in  one  out  of 
three  cases. 

Studies  by  Rubin  of  the  “Menard  18”  show  that 
1 7 of  18  patients  spent  a total  of  425  years  impris- 
oned because  of  so-called  “administrative  error.” 
Legally,  they  should  have  been  placed  in  less  re- 
strictive treatment  facilities  in  the  community.  It 


December,  1985  — \’ol.  68 


549 


appears  that  these  patients  were  probably  not 
dangerous  even  at  the  time  of  their  initial  com- 
mitment. In  1967,  a Massachusetts  statute  re- 
quired the  judicial  review  of  involuntarily  com- 
mitted patients  at  the  Massachusetts  Correctional 
Institution  at  Bridgewater  and  of  234  patients  at 
other  civil  hospitals.  Ninety-three  patients  were 
released  into  the  community.  There  was  only  one 
conviction  for  a felony;  all  the  rest  were  misde- 
meanors, usually  drunkenness.  In  this  study,  at 
least  one  third  of  the  men  detained  at  Bridgewa- 
ter were  not  dangerous.  A study  by  Kozol, 
Boucher,  and  Garagalo  indicates  that  dangerous- 
ness can  be  diagnosed  reliably  and  treated  effec- 
tively. Of  592  convicted  male  sex  of  fenders,  82 
were  released,  five  of  whom  subsequently  com- 
mitted serious  assaultive  crimes,  resulting  in  a 
recidivism  rate  of  6. 1 per  cent.  At  the  Institute  of 
Mental  Health  in  Cranston,  Rhode  Island,  of  77 
patients  who  were  released  to  the  community, 
seven  per  cent  were  recidivists.  A study  by  Carney 
at  the  Paxtuxent  Institution  of  Maryland  sup- 
ports the  ability  of  psychiatrists  to  predict  danger- 
ousness, while  a study  by  Ennis,  Litwack,  and 
Steadman  reveals  that  psychiatric  testimony  is 
inaccurate.*'^  Doctor  Alan  Stone,  a past  presi- 
dent of  the  American  Psychiatric  Association, 
maintains  that  it  is  absurd  for  the  legal  system  to 
ask  psychiatrists  to  predict  dangerousness  be- 
cause it  is  a rare  event.  He  further  contends  that 
the  mental  health  professional  can  only  prog- 
nosticate the  mental  state  of  patients  and  the  like- 
ly course  of  illness.* 

Considerations  Toward  Prediction  of  Violence 

l o expand  the  predictive  accuracy  of  identifying 
violent  patients,  it  is  important  to  focus  on  the 
medical  and  psychiatric  history  of  the  patient, 
especially  violent  behavior,  threats  of  violence,  or 
arrest  for  serious  crimes  during  early 
adolescence.^'  Significant  are  a family  history 
of  severe  disciplinary  problems,  parental  conflict, 
and  a pattern  of  drug  or  alcohol  abuse.  Impor- 
tant also  is  the  environment  in  which  the  patient  is 
living.  A history  of  organic  brain  syndrome,  espe- 
cially episodes  of  delirium,  agitation,  or  combat- 
ive behavior,  or  of  a postictal  state  in  all  types  of 
seizures  is  important.  The  latter  state  is  frequent- 
ly accompanied  by  violent  behavior.  There  are 
impulsive,  stimulus-seeking  individuals  who  live 
in  subcultures  characterized  by  violence,  commit- 
ting crimes  and  acting  out  in  times  of  stress.  Inci- 
dents of  self-mutilation  and  self-structured  be- 
havior may  be  seen  in  those  prone  to  violence. 
Persons  who  have  had  previous  hospitalizations 


in  a psychiatric  facility  should  be  carefully  as- 
sessed. Those  with  severe  drug-resistant  schizo- 
phrenic illness  are  prone  to  act  in  a violent  man- 
ner as  discharge  approaches.  Antisocial  and  bor- 
derline personality  patients  are  more  prone  to  be 
potentially  dangerous,  especially  when  an  ex- 
aminer begins  a probing  interview.  Diagnoses  of 
pathological  intoxication  and  temporal  lobe 
epilepsy  also  are  considered  dangerous  signs. 

The  Parole  Board  Prediction  System  is  a two- 
dimensional  method  which  involves  both  clinical 
and  statistical  information.*’*^  Offenders  are 
rated  according  to  the  severity  of  their  prior 
of  f enses,  risk  of  recidivism,  and  parole  prognosis. 
Factors  related  to  recidivism  include  age,  prior 
incarceration,  and  type  of  employment.  These 
factors  are  scored  to  produce  a parole  prognosis 
which  ranges  from  low  to  high  probability  of  suc- 
cess. Psychiatric  rating  scales  such  as  the  Global 
Assessment  Scale  and  the  Discharge  Readiness 
Survey  may  be  helpful  in  predicting  violence. 

In  performing  mental  status  examinations  on 
potentially  violent  patients,  the  examiner  must 
observe  carefully  and  pay  special  attention  to  the 
general  appearance  of  the  patient.  The  patient’s 
speech  is  usually  pressured,  loud,  and  with  a stri- 
dent character,  tending  to  be  rapid.  An  interview- 
er who  overreacts  to  verbal  stridency  can  easily 
increase  it."*’  When  a patient  startles  easily,  it 
could  be  a sign  of  impending  drug  or  alcohol 
withdrawal.  Patients  who  are  extremely  agitated, 
hostile,  and  violent  are  likely  to  be  dangerous.  An 
increase  in  psychomotor  activity,  such  as  restless- 
ness, pacing,  and  extreme  anxiety,  indicate  the 
probability  of  violence.  Patients  with  thought  dis- 
orders, especially  severe  persecutory  delusions 
and  auditory  and  command  hallucinations,  tend 
to  be  dangerous.  In  general,  patients  who  are 
incorrectly  oriented  and  who  have  impaired  con- 
centration, poor  memory,  and  comprehension 
are  prone  to  become  violent  when  provoked  or 
intimidated.  Improvement  in  emotional  insight 
as  opposed  to  intellectual  reasoning  is  one  of  the 
best  ways  of  predicting  dangerousness.  The  for- 
mer is  more  relevant  and  more  predictable  than 
the  latter. 

Conclusion 

Violence  or  dangerousness  cannot  be  predicted 
with  reasonable  accuracy.  Factors  and  param- 
eters which  may  serve  as  guidelines  are  discussed. 
Sound  research  rather  than  reliance  on  inade- 
quate objective  evidence  or  statistical  risk  is 
essential.^  We  are  faced  with  whatever  feasible 
alternatives  are  available  when  releasing  a patient 
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to  the  community.  More  important  are  the  legal 
implications  when  a patient  is  discharged. 

The  prediction  of  dangerousness,  formerly  a 
responsibility  of  the  mental  health  system,  is  now 
becoming  a legal  problem.  Under  the  Tarasoff 
decision,  as  an  example,  mental  health  profes- 
sionals who  should  have  predicted  violence  and 
did  not  warn  intended  victims  are  held  liable  for 
civil  damages.  This  kind  of  liability  is  now  being 
applied  to  a wide  variety  of  other  situations,  in- 
cluding recent  cases  which  have  considered  the 
liability  of  employers  for  violent  acts  of  their  em- 
ployees. 

Despite  the  complexities  of  predicting  violence 
or  dangerousness,  it  is  essential  to  use  the  rel- 
evant techniques,  tests,  procedures,  and  treat- 
ment to  reduce  recidivism. 
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Vibrio  Parahaemoiyticus  Osteomyeiitis  of 
12  Years’  Duration 

Recurrent  Infection  Follows  Plantar  Puncture  by  Seashell 


Fredy  Roland,  MD 
Richard  Bertini,  MD 
Jhung  Jhung,  MD 


The  halophilic  (sodium  dependent)  vibrios  (HV) 
have  been  implicated  as  the  etiological  agents  in 
unusual  cases  of  sepsis,  soft  tissue  infections,  or 
both,  which  may  or  may  not  be  associated  with 
septicemia.  Such  infections  may  be  more  com- 
mon than  currently  recognized. 

Sea  water  exposure  can  cause  wound  infec- 
tions. To  the  list  of  diseases  associated  with  HV, 
we  add  an  unusual  case  of  osteomyelitis  of  the  os 
calcis  of  12  years’  duration.  In  osteomyelitis  fol- 
lowing puncture  wounds  of  the  foot,  it  must  al- 
ways be  asked  if  the  bacteria  are  derived  from  the 
environment,  either  a piercing  object  or  the  sur- 
roundings, or  from  the  foot  flora.  Our  case  with 
an  unusual  bacterium.  Vibrio  parahaemoiyticus, 
obviously  present  in  the  environment,  provides 
an  opportunity  to  discuss  gram-negative 
osteomyelitis  of  the  foot  from  exogenous  origin. 

Case  Presentation 

The  patient,  now  a 28-year-old  male,  stepped  on 
a seashell  in  June  1970  and  was  treated  for  an 
infection  of  the  right  foot  for  ten  days  with  lin- 
comycin.  One  month  later  x-ray  studies  showed 
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changes  consistent  with  osteomyelitis  of  the  right 
os  calcis.  The  plantar  aspect  of  the  right  heel  was 
red  and  swollen  with  some  drainage.  A culture 
was  obtained  and  the  patient  was  given  ampicillin 
250  mg  by  mouth  four  times  daily.  The  culture 
showed  a gram-negative  rod,  identified  at  the 
time  as  Colobactrum  aerogenes,  that  by  the  disc 
method  was  sensitive  to  ampicillin,  tetracycline, 
chloramphenicol,  kanamycin,  cephalosporin, 
and  garamicin.  Because  there  was  still  drainage 
ten  days  later,  the  patient  was  started  on  tetracy- 
cline which  was  continued  for  four  weeks.  Three 
months  later  there  was  no  tenderness  or  drain- 
age. 

The  patient  was  seen  in  March  1971  for  aching 
of  the  heel.  There  was  no  swelling  or  tenderness 
and  the  skin  was  cracked.  No  therapy  was  insti- 
tuted. 

In  November  1973  he  again  had  swelling  and 
tenderness  of  the  right  heel  without  drainage.  He 
was  advised  to  start  on  lukewarm  soaks  and  tet- 
racycline was  prescribed. 

In  November  1980  he  was  seen  for  tenderness 
and  swelling  of  the  right  heel.  There  were  no 
palpable  lymph  nodes  in  the  popliteal  or  inguinal 
areas.  His  temperature  was  100°F.  The  x-ray 
studies  revealed  a portion  of  the  calcaneus  bone 
showing  acute  and  chronic  suppurative 
osteomyelitis  with  abscesses  extending  to  the  sur- 
rounding soft  tissues,  d'he  white  blood  count  was 
1 1 ,900  with  69  per  cent  polymorphonuclears  and 
five  per  cent  bandforms.  At  surgery  the  os  calcis 
was  windowed,  curetted,  and  drained.  A culture 
of  the  drainage  showed  a Vibrio  parahaemoiyticus 
resistant  to  carbenicillin  and  ampicillin,  but  sensi- 
tive to  the  aminoglycosides,  cephalosporins, 
erythromycin,  and  tetracycline,  fhe  sedimenta- 
tion rate  was  39.  fhe  immunoglobulin  study 
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showed  IgG  680  mg/dL,  IgA  250  mg/dL,  and 
IgM  217  mg/dL.  The  C3  was  145. 

Because  the  infection  had  persisted  for  12 
years,  antibodies  to  the  Vibrio  parahaemolyticiis  iso- 
lated from  the  patient  were  investigated.  A slide 
agglutination  test  with  the  serum  of  the  patient 
tested  against  the  Vibrio  isolated  was  positive  to  a 
serum  dilution  of  1/80.  The  patient  was  treated 
with  gentamicin  for  16  days  and  tetracycline  by 
mouth  at  home  for  two  weeks.  To  date  there  has 
been  no  recurrence  of  the  infection. 

Discussion 

Puncture  wounds  of  the  foot  followed  bv 
osteomyelitis  present  special  problems  in  regard 
to  diagnosis,  bacterial  evaluation,  and  treatment. 
The  etiological  agent  can  be  endogenous  from 
bacteria  associated  with  the  feet  or  exogenous 
from  the  environment  introduced  at  the  time  of 
the  puncture  wound. 

Our  case  is  unusual  because  of  the  environ- 
mental source  of  the  infecting  bacteria  (sea  water 
and  sand)  and  the  long  duration  of  12  years. 
Simple  plantar  puncture  wounds  are  common 
injtiries  having  a 10  per  cent  complication  rate.* 
Gram-negative  osteomyelitis  following  puncture 
wounds  ot  the  foot  have  a clinical  picture  differ- 
ent from  the  one  normally  seen  in  hematogenous 
osteomyelitis.  Usually,  there  is  a temporarv  de- 
crease of  the  initial  pain.  Then,  after  a varving 
period  of  time,  the  site  of  the  injurv  once  again 
becomes  tender,  swollen,  and  painful.  Because 
the  patient  does  not  appear  systemically  ill,  there 
is  a delay  in  the  diagnosis  and  treatment.^  X-ray 
sttidies  showing  loss  of  bone  density,  maximal  at 
the  site  of  injury,  and  incision  and  drainage  con- 
firm the  diagnosis.  A culture  reveals  the  offend- 
ing bacteria.  There  is  a one-to-two  week  period  of 
improvement  after  the  initial  post-traumatic  in- 
flammation. The  asymptomatic  period  may  at 
times  be  much  longer,  up  to  several  years.  A 
worsening  of  the  clinical  symptoms  follows,  in- 
cluding local  inflammatory  process  without  sys- 
temic toxicity,  swelling,  pain,  warmth,  and 
tenderness  with  at  times  cellulitis  and  lymphangi- 
tis in  a patient  who  feels  well  and  has  no  fever. ^ 

With  Pseudomonas  infection,  three  categories  of 
cases  can  be  identified  according  to  the  course  of 
the  disease.  Type  I includes  early  diagnosis  and 
early  surgical  drainage  and  debridement  with 
adequate  antibiotic  therapy  resulting  in  complete 
healing  without  any  permanent  bone  or  joint 
damage.  In  Type  II  the  diagnosis  and  treatment 
are  delayed  between  nine  and  fourteen  days.  De- 
bridement and  adequate  antibiotic  therapy  may 


result  in  residual  bone  and  joint  destruction.  In 
Type  III,  the  diagnosis  and  treatment  may  be 
delayed  for  three  weeks  or  more,  resulting  in  a 
chronic  infection  necessitating  bone  resection  for 
final  cure.'* 

Except  for  the  bacterial  culture,  the  laboratory 
findings  are  of  little  value  in  the  diagnosis  of 
infection  of  the  foot  following  puncture  wounds.^ 
An  increase  in  the  white  count  and  a shift  in  the 
differential  count  is  unusual;  the  sedimentation 
rate  is  inconsistently  elevated.  Bacterial  culture  of 
the  puncture  site  or  of  any  drainage  or  biopsy  of 
tissue  may  explain  the  infectious  process  if  a 
gram-negative  organism  is  present.  Roentgeno- 
graphic  changes  is  osteomyelitis  are  late,  occur- 
ring long  after  the  infection  has  been  well  estab- 
lished. They  are  of  no  help  for  early  diagnosis 
when  therapy  is  best  instituted.^  The  treatment, 
in  addition  to  local  surgical  intervention,  debride- 
ment, and  drainage,  is  a systemic  antibiotic.  The 
culture  and  sensitivity  of  the  isolated  bacteria  dic- 
tate the  type  of  antibiotic  to  be  used.  Because  this 
case  involved  wounds  infected  with  gram- 
negative organisms,  the  treatment  of  choice  was 
an  aminoglycoside.  Even  if  the  bacteria  isolated 
are  sensitive  to  other  antibiotics,  such  as  tetracy- 
cline or  ampicillin,  an  aminoglycoside  is  prefer- 
able. In  cases  where  no  bacteria  are  isolated  even 
when  there  are  local  signs  of  infection,  an  ami- 
noglycoside is  the  antibiotic  of  choice  because  of 
the  predominance  of  Pseudomonas  infection  fol- 
lowing puncture  of  the  foot.  Pseudomonas  is  the 
predominant  gram-negative  bacteria  associated 
with  puncture  wounds  of  the  foot  as  are  Proteus 
and  Escherichia  co/U*  ' It  is  difficult  to  explain  why 
a gram-negative  osteomyelitis  develops.  This 
type  of  infection,  given  the  overall  number  of 
puncture  wounds  of  the  foot,  is  rare.' 

It  is  speculative  why  Pseudomonas  is  the  fre- 
quent invader.  The  sole  of  the  foot  is  a site  of 
dense  bacterial  population.**  Pseudomonas  can  be 
cultured  from  the  moist  interdigital  areas  of  the 
foot  and  gram-negative  bacteria  may  be  part  of 
the  normal  flora. ^ The  soil  where  the  piercing 
object  is  located  may  harbor  gram-negative  bac- 
teria. Goldstein  and  his  colleagues  have  investi- 
gated the  source  of  the  initial  inoculum  with 
Pseudomonas  by  studying  the  bacterial  skin  flora  of 
the  heels  of  children’s  feet  and  of  the  correspond- 
ing shoes  inside  the  heel  surface  in  100 
children.***  Pseudomonas  was  isolated  only  in  one 
instance.  The  bacteria  isolated  in  the  feet  of  chil- 
dren was  Staphylococcus  epidermis  in  45  per  cent  of 
the  cultures.  Proteus  mirabilis  and  Pseudomonas 
aeruginosa  were  reported  in  approximately  12  per 
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j cent  of  the  feet  of  healthy  young  adults,  but  they 
I are  probably  contaminants  or  transient  flora. 
I One  in  85  children  have  Pseudomonas  aeruginosa  in 
j the  interdigital  spaces  of  the  feet.*^  Very  seldom 
I is  a culture  taken  of  the  piercing  object  or  of  the 
i first  fluid  used  for  disinfectant  (very  often  un- 
^ sterile  water). In  our  case,  the  source  of  the 
Vibrio  isolated  was  the  piercing  object,  the 
seashell. 

It  is  difficult  to  culture  the  piercing  object  for 
i all  puncture  wounds.  Nevertheless,  it  should  be 
I tried  in  complex  wounds.  It  is  surprising  that 
! despite  the  large  number  of  puncture  wounds  on 
the  beach,  no  HV  infections  have  been  reported. 

■ HV  need  no  special  media  to  grow  if  sodium 
i chloride  is  added. In  order  to  isolate  these  bac- 
teria, the  physician  should  alert  the  laboratory 
that  the  wound  occurred  at  the  seashore. 
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should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
tcm,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprin  ts:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (100  copies  minimum  orcler)  and  printing  costs 
will  be  cHarged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  both  the  author  and  publisher  of 
these  sources.  VV'here  work  is  reported  from  a governmental 
service  or  institution,  clearance  oy  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  acctiracy. 
Each  journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  inchufe  the  ftill  name  of  author(s),  etfitorfs), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  tfie  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  dif  ferent  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  usetl  only  when  the  listing  is  of  books  suggestetf  for 
supplementary  reading. 
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You  know  Robitussin®  and  the  “DAC”  formula  gives  you 
just  what  you  need  to  manage  those  severe  coughs  complicated 
with  nasal  congestion . . . Decongestant  And  Codeine! 


Robitussiif-DAC^ 

Each  5 ml  (1  teaspoonful)  contains: 


Guaifenesin,  USP 100  mg 

Pseudoephedrine 

Hydrochloride,  USP 30  mg 

Codeine  Phosphate,  USP  10  mg 


(Warning:  May  be  habit  forming) 
Alcohol  1 .4  percent 
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Pharmaceutical  Division 
Richmond,  Virginia  23261-6609 
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Computers  and  the  Medical  Office 


Computerization  May  Not  Be  Appropriate  for  All  Medical  Offices 


Patrick  C.  Garner 


More  physicians  are  asking  themselves  if  the  time 
is  right  to  computerize  their  office  operations.  It 
is  an  obvious  question  in  the  face  of  procedural 
office  problems,  computer  advertisements,  and 
testimonials  of  computer  prowess  by  fellow  pro- 
fessionals. Is  it  time  to  computerize  your  office? 
Do  computers  really  simplify  insurance  billing 
and  improve  cash  flow?  Do  all  medical  offices 
need  computers?  What  type  of  financial  and  clin- 
ical data  does  a computer  generate?  What  in- 
volvement should  the  office  manager  and 
accountant  have  in  the  decision  to  computerize? 
How  does  an  office  make  the  transition  to  com- 
puter use?  What  computer  system  is  best? 

Tangible  Benefits 

Because  benefits  vary  widely  among  different 
computer  systems  and  practices,  ten  rules  are 
discussed  below  to  help  physicians  weigh  the 
merits  of  computerization. 

Rule  #7.-  The  cost  of  a computer  must  be  justified  by 
increased  revenue,  helpful  clinical  or  financial  data, 
and  better  patient  service. 

Computers  can  simplify  insurance  billing  and 
improve  cash  flow.  A medical  computer  system 
quickly  provides  standard  aging  of  receivables. 
Many  systems  allow  tailoring  of  aged  balances, 
listed  by  patient,  insurance  type,  or  other  vari- 
ables. They  alleviate  the  difficult  task  of  tracking 
dollars  “lost”  to  Blue  Shield  claim  suspension.  By 
comparing  the  age  of  receivables,  suspended 
claims  can  be  called  in  to  Blue  Shield  and  quickly 
traced.  One  Rhode  Island  physician  who  com- 
puterized recently  recouped  more  than  $5,000 
“lost”  to  Blue  Shield  claim  suspension. 


Patrick  C.  Garner  is  a computer  consultant  based  in 
Providence,  Rhode  Island.  He  frequently  advises  physi- 
cians and  other  professionals  on  computer  applications. 


Better  business  control  is  possible  through  the 
management  reports  a computer  can  generate. 
These  reports  combine  financial  and  clinical 
data,  depending  on  the  system,  and  provide  sub- 
stantive information  on  the  health  of  the  practice. 
In  summary,  computers  can  monitor  profit  cen- 
ters with  extraordinary  efficiency. 

Obvious  candidates  for  computerization  are 
group  practices,  growing  practices,  and  ones  with 
overburdened  staff.  A computer  is  the  answer 
when  billing  falls  behind  schedule  or  if  patients 
are  always  overbooked  or  underbooked.  In  con- 
trast, the  solo  practitioner  with  a stable  patient 
base  and  efficient  staff  may  not  be  able  to  justify 
the  initial  cost  of  a computer.  Frequently  office 
managers  in  this  environment  are  quite  capable 
of  managing  billing,  dictation,  and  appointment 
duties.  Without  a computer,  however,  even  well- 
trained  staff  find  it  time-consuming  to  furnish 
common  management  reports. 

Exploding  Computer  Myths 

Rule  #2:  You  get  what  you  pay  for. 

A $400  home  computer  is  virtually  useless  in  a 
business  as  sophisticated  as  a medical  office.  In 
fact,  the  typical  $2,000-4,000  personal  computer 
used  for  business  purposes  will  complicate  pro- 
cedural operations  further  because  they  cannot 
deliver  the  expected  results.  If  a staff  secretary, 
for  example,  is  doing  billing  on  a single-user  com- 
puter when  a patient  calls  to  reschedule  an 
appointment,  the  billing  operation  must  be 
closed  down  completely  to  do  so.  Then  the 
appointment  program  must  be  called  to  the 
screen,  and  the  correct  calendar  found.  This 
routine  is  virtually  impossible  to  perform  without 
disrupting  the  efficient  flow  of  normal  office  op- 
erations. Rather  than  saving  time,  the  single-user 
computer  is  usually  slower  at  office  tasks  than  the 
manual  system  it  replaced. 
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Rule  #3:  You  really  get  what  you  pay  for. 

Instead  of  a home  computer,  most  medical 
offices  need  a multi-user  system  with  several  ter- 
minals to  allow  staff  members  to  do  different 
tasks  simultaneously.  When  a patient  calls  to  re- 
schedule an  appointment,  the  secretary  can  re- 
book in  seconds.  Moreover,  a multi-user  system  is 
designed  so  that  two  or  more  staff  may  do  the 
same  tasks,  or  entirely  different  operations,  at  the 
same  time.  Only  rarely  is  a single-user  computer 
appropriate  for  a profcssional  practice.  The  cost 
of  a multi-user  medical  computer  system  begins 
as  low  as  $15,000,  and  the  benefits  of  such  sys- 
tems far  outweigh  the  initial  savings  of  a smaller 
computer. 

Software 

Rule  #4:  There  is  no  substitute  for  proper  software. 

Software  tells  the  computer  what  to  do.  Be- 
cause good  medical  software  falls  within  well- 
established  boundaries,  regular  business 
accounting  or  word  processing  software  will  not 
serve  the  needs  of  most  medical  practices.  Proper 
software  includes  such  features  as: 

• automatic  third-party  billing  combined  with 
rebilling  to  secondary  insurance  companies 

• tracking  of  referring  physicians  by  name  and 
patients 

• all  office  forms,  including  encounter  and  day 
sheets 

• analysis  of  income  by  office  and  hospital 

• automatic  aging  of  receivables 

• appointment  scheduling 

• communications  ability  for  “paperless  claims” 
to  Blue  Shield  or  for  obtaining  information 
from  such  data  bases  as  AMA/CiTE  and  CAN- 
CERNET 

• detailed  clinical  and  statistical  information  by 
procedure,  patient,  sex,  diagnosis,  provider, 
and  location 

• cash  flow  analysis  with  detailed  audit  trails 

• word  processing  for  diagnostic  and  operation- 
al notes 

Rule  #5.'  Beware  of  computer  programmers. 

Good  software  is  easy  to  use  and  operates  at  a 
speed  roughly  equivalent  to  the  speed  of  thought. 
It  is  also  free  of  problems  the  manufacturer  re- 
solved before  marketing  the  program.  Because 
well-designed  programs  are  widely  available,  a 
programming  system  should  have  an  established 
base  of  at  least  several  hundred  medical  practices. 
Many  of  the  unfortunate  experiences  with  com- 
puters have  occurred  because  physicians  en- 


gaged friends  or  local  dealers  to  write  a program 
“unique”  for  their  practices. 

Sudden  Control 

Rule  #6.'  A good  computer  system  gives  you  control  of 
your  practice. 

The  most  immediate  benefit  that  follows  a 
medical  computer  installation  is  increased  finan- 
cial control.  Analysis  of  providers,  multiple  office 
profitability,  and  other  financial  questions  can  be 
answered.  As  patient  and  billing  history  are  en- 
tered into  the  computer,  costs  can  be  allocated 
accurately,  accountants  can  be  provided  with  a 
clear  audit  trail,  and  dollar  volumes  become 
clearer.  The  guesswork  of  financial  planning  is 
eliminated. 

Computers  can  delineate  which  receivables  are 
30,  60,  and  90  days  old.  They  can  give  the  exact 
dollar  amount  subject  to  suspension  within  Blue 
Shield.  They  can  list  the  income  generated  at  one 
hospital  versus  another,  or  at  one  office  location 
compared  to  another.  In  summary,  they  provide 
precise  clinical  and  statistical  data  on  the  state  of 
the  medical  practice. 

Typical  reports  include  procedure  productivi- 
ty, insurance  pre-billing  w'orksheets,  clinical  his- 
tory by  patient  with  patient  hospital  reports,  pro- 
cedural and  financial  histories,  automatic 
appointment  recall  notices,  and  hospital  rounds 
by  facility. 

Patient  Satisfaction 

Ride  #7.'  Computers  should  enhance  patient  care. 

Computers  aid  in  serving  patients  by  streamlin- 
ing billing  and,  in  some  cases,  appointment 
scheduling.  Billing  is  easier  to  understand,  and 
insurance  carriers  and  patients  are  billed  in  cor- 
rect proportion.  Scheduling  sytems  work  as  on- 
screen replicas  of  manual  appointment  books. 
Patients  are  booked  normally  and  the  system  pro- 
vides day  sheets  of  patients  by  time  unit  and  cause 
of  visit.  One  caveat,  however,  should  be  empha- 
sized. Although  computer  scheduling  seems 
ideal,  practices  should  analyze  their  needs  care- 
fully. Some- manual  systems  are  as  efficient  and, 
at  times,  provide  greater  flexibility. 

While  business  considerations  are  only  one 
aspect  of  a medical  practice,  strengthening  them 
creates  a more  pleasant  environment  for  both 
staff  and  patients.  Typically,  once  an  office  has 
functioned  more  than  three  months  on  a comput- 
er system,  patients  note  an  increased  level  of  effi- 
ciency. 
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APPENDIX 

Dealer  Questionnaire 

1.  How  many  medical  computer  systems  have 
you  installed?  (Obtain  a list  of  all  systems.) 

2.  Do  you  write  your  own  medical  software?  If 
so,  how  long  has  it  been  available  and  how 
many  practices  use  it? 

3.  Is  your  software  a nationally  distributed 
program?  For  how  long?  How  many  are  in 
use?  Can  the  program  be  customized? 

4.  Does  the  program  run  under  a multi-user 
system? 

5.  How  many  multi-user  systems  have  you  in- 
stalled? 

6.  Do  you  provide  on-site  training  of  at  least 
one  week? 

7.  Does  the  system  price  include  installation? 

8.  Do  you  provide  data  entry  of  active  patient 
accounts,  referring  physicians,  and  insur- 
ance companies? 

9.  Do  you  provide  a money-back  guarantee 
that  the  system  will  do  what  you  say?  If  not, 
what  guarantee  is  provided? 

10.  How  long  are  the  software  and  the  hardware 
warrantied?  Is  maintenance  available  from 
companies  other  than  your  own? 


Research  Tools 

As  an  automated  medical  office  builds  patient 
history,  it  also  builds  a unique  clinical  database 
that  reflects  its  services.  In  the  same  way  that 
financial  management  reports  are  easily  gener- 
ated, clinical  statistics  are  a normal  outgrowth  of 
computerization.  Physicians  literally  can  press 
several  keys  and  obtain  detailed  reports  on  the 
number  of  biopsies  performed,  the  number  of 
female  infants  delivered  by  Caesarian  section,  or 
the  number  of  endoscopies  scheduled. 

Statistical  reports  can  be  customized  to  suit  in- 
dividual practices;  a physician  can  pre-define 
important  clinical  data.  Demographic  data  is 
“flagged”  by  the  system  as  patients  are  seen, 
allowing  for  periodic  review  of  services  by 
numerous  variables. 

With  this  type  of  hard  clinical  data,  physicians 
can  determine  where  their  practices  have  been 
and  project  their  futures.  Control  is  extended 
from  financial  matters  to  factors  that,  until  com- 
puterization, could  only  be  sensed  dimly.  Instinct 
and  intuitive  management  can  now  be  combined 
with  exact,  precise  data  to  illuminate  the 
strengths  and  weaknesses  of  each  practice. 


Making  the  Electronic  Transition 

Rule  #8:  Use  experts  to  help  choose  the  right  computer 
system. 

Proper  research  is  essential  to  computer  selec- 
tion. Before  a computer  system  is  purchased,  it  is 
necessary  to  consult  three  key  individuals:  the 
office  manager,  the  practice’s  accountant,  and  an 
experienced  medical  computer  systems  dealer. 
No  one  understands  the  paper  flow'  in  a medical 
office  better  than  the  office  manager.  The  man- 
ager is  on  the  frontline  constantly,  and  as  such, 
should  be  an  integral  part  of  the  computer  eval- 
uation team.  Because  the  accountant  translates 
practice  information  into  financial  statements 
and  chooses  the  manner  in  which  laboratory 
work,  other  providers,  and  investments  are 
treated,  that  professional  should  confirm  the 
choice  of  computer  system. 

Evaluating  the  advice  of  a computer  dealer  can 
be  a challenge  because  of  the  inherent  bias.  For 
best  results,  a dealer  experienced  in  computer 
medical  systems  should  be  selected.  References 
should  be  obtained  and  called  for  information 
concerning  positive  and  negative  experiences 
with  the  dealer.  The  number  of  medical  computer 
systems  installed  by  the  dealer  should  be  deter- 
mined. Some  dealers  offer  a full  money-back 
warranty  up  to  six  months  after  installation. 

Rule  #9:  Choose  a computer  dealer  with  training  sup- 
port. 

A good  benchmark  by  w'hich  to  judge  a dealer 
is  whether  or  not  a full-time  medical  support  staff 
is  available.  One-person  offices  should  be 
avoided  (see  Appendix).  As  part  of  his  normal 
services,  the  dealer  can  be  expected  to  install  all 
hardware  and  make  necessary  wiring  changes  in 
the  office.  Using  the  dealer’s  staff  to  perform 
initial  data  entry  will  free  the  practice  staff  from 
this  chore. 

Staff  Training  is  Critical 

Rule  #10:  Computer  training  should  he  conducted  in 
your  office. 

Training  is  often  the  least  considered  aspect  of 
computerization,  and  yet  it  is  one  of  the  most 
important.  Depending  on  the  size  of  the  practice 
staff,  training  can  take  from  two  to  four  weeks 
on-site.  Ehe  first  week  of  training  should  focus  on 
the  fundamental  jjrinciples.  After  that,  the  staff 
continues  to  learn  as  necessary  under  the  train- 
er’s guidance. 

Moreover,  the  dealer  should  create  agendas 
for  the  staf  f to  f ollow  as  |)art  of  establishing  a new. 
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workable  routine  in  a time  of  change.  The  agenda 
should  set  times  during  the  day  for  printing  daily 
encounter  forms,  posting  payments,  making 
adjustments,  inputing  new  patients,  printing  in- 
surance and  patient  bills,  completing  day  sheets, 
receivables  reports,  and  appointment  schedul- 

Thanks  to  you... 
it  works... 

ing.  After  two  or  three  months,  a well-trained 
medical  staff  views  a computer  as  simply  another 
office  tool. 

for  ALL  OF  us 

The  transition  from  manual  systems  to  a com- 
puter can  be  uncomplicated  and  profitable.  The 
advantages  of  office  automation  apply  to  more 
practices  than  not,  and  technology  has  reached  a 
plateau  that  can  be  justified  functionally,  as  well 
as  economically. 
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herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromai  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECiN-l proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromai  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc..  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Rhode  Island  HERPECIN-L  is  available  at  all  Adams, 
CVS  Drug  Stores  and  other  select  pharmacies. 


Now  here’s 

a loan  approval  committee 
you  can  work  with. 


Dick  G.  Boenning,  Vice  President,  Fleet  Private  Banking  Group 


At  Fleet’s  Private  Banking  Group,  you  never  deal  with  committees.  You  deal 
with  your  own  personal  financial  counselor.  A finance  professional  who  has  the  power 
to  give  you  immediate  loan  approvals.  And  the  experience  to  help  structure  a sophisti- 
cated management  program  for  all  your  finances. 

The  Private  Banking  Group  at  Fleet  was  set  up  specifically  for  high  earning 
professionals  like  you.  To  assure  you  of  complete  personal  and  professional  banking 
services  as  a preferred  client.  With  high  priority  status.  And  a noticeable  absence  of 
red  tape. 


So  why  deal  with  committees,  when  you  can  do  business  with  your  own  per- 
sonal Private  Banking  counselor?  A professional  like  Dick  Boenning  who  can  provide 
a superior  level  of  financial  service.  And  give  you  direct  access  to  the  resources  of 


Rhode  Island’s  largest,  most  experienced 
bank.  To  find  out  what  Private  Banking  at 
Fleet  can  mean  for  you,  call  Dick  Boenning 
at  278-6537,  or  Debbie  MacMillan,  Loan 
Officer,  at  278-6527. 

You’ll  find  that  they’re  both  very 
easy  to  work  with. 


Fleet  National  Bank 

NEW  ENGLAND’S  FINANCIAL  RESOURCE 

Member  F.  D.I.C. 

Equal  Opportunity  Lender 
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HOW  MANY  TIMES  A YEAR 
DO  WU  HEAR  Fnmi  YOUR 


Isn’t  it  odd  how  some  investment 
people  will  make  a big  effort  to  get  your 
business— then  leave  you  feeling  largely 
ignored  after  they’ve  gotten  it? 

Well  at  Old  Stone,  we  make  sure 
you  get  the  attention  you  want. 

That’s  why  our  investment  officers 
spend  more  time  with  each  client  to  set 
objectives,  review  performance  and  look 
for  new  investment  opportunities. 


So,  call  us  at  278-2005  if  you  think 
your  portfolio  could  really  profit  from  some 
attention.  Because  the  last  thing  you  want 
your  investments  to  do  is  to  sit  around 
and  do  nothing. 

OLD  STOIME 
TRUST  OOIVIF=»/\r\JV 

180  South  Main  Street,  Providence,  RI  02903 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Fig  3 
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Fig  2 


History 

This  43-year-old  man  presented  with  a com- 
plaint of  painful  wrists  and  ankles  and  swelling 
of  his  fingers.  Films  were  obtained  of  the 
hands,  feet,  and  chest.  Bilateral  involvement 
was  seen  in  the  hands  and  feet.  Figure  1 shows 
an  anteroposterior  view  of  the  wrist  and  Figure 
2 shows  an  AP  view  of  the  hand. 


For  discussion  turn  to  next  page. 
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Radiographic  Findings 

An  anteroposterior  view  of  the  wrist  (Figure  1) 
shows  a regular  and  smooth  periostitis  of  the 
distal  radius  (arrow).  The  diaphysis  and  metaphy- 
sis  of  the  bone  are  involved.  The  diaphysis  of  the 
ulna  shows  a laminated  periostitis  (curved  arrow). 
An  AP  view  of  the  fingers  (Figure  2)  shows  distal 
soft  tissue  hypertrophy,  ie,  clubbing.  A PA  view 
of  the  chest  (Figure  3)  shows  a right  upper  lobe 
mass. 

Diagnosis 

Hypertrophic  pidmonarv  osteoarthropathv 
(HPO) 

Discussion 

The  films  in  this  case  demonstrate  a diffuse 
periostitis  which  involves  all  four  extremities. 
The  conditions  which  can  produce  these  findings 
in  an  adult  include  primary  hypertrophic 
osteoarthropathy,  thyroid  acropachy,  venous  sta- 
sis, and  secondary  hypertrophic  osteoarthrop- 
athy. 

Primary  hypertrophic  osteoarthropathy  is  also 
known  as  pachydermoperiostosis.  It  is  a genetic 
disease  transmitted  as  an  autosomal  dominant 
with  markedly  variable  expression.  Most  often 
seen  in  men,  it  usually  appears  in  adolescence. 
The  complete  syndrome  includes  clubbing, 
periostitis,  pachydermia,  hyperhydrosis,  fatiga- 
bility, and  vague  bone  and  joint  pain.  This  disease 
generally  progresses  for  ten  years  before  becom- 
ing arrested.  Chronic  disabling  complications 
may  remain.  Upon  radiographic  examination, 
periostitis  involves  the  tibia,  fibula,  radius,  and 
ulna.  Less  commonly  other  bones  may  be  in- 
volved. However,  the  periostitis  is  irregular  and 
shaggy  and  involves  the  epiphysis  as  well  as  the 
diaphysis  and  metaphysis.  This  description  does 
not  match  the  case  presented  here. 

X'enous  stasis  can  also  produce  periostitis. 
However,  this  is  almost  invariably  in  a lower  ex- 
tremity and  usually  is  unilateral.  It  usually  in- 
volves the  tibia,  fibula,  and  femur.  By  the  loca- 
tions involved  here,  this  is  not  a probable  choice 
of  diagnosis. 

Thyroid  acropachy  is  an  unusual  manifestation 
of  thyrotoxicosis  that  is  rarely  seen  and  may  be 
observed  after  treatment.  Clinical  findings  in- 
clude exophthalmos,  pretibial  myxedema,  and 
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painless  swelling  of  the  fingers  and  toes.  Upon 
radiographic  examination,  fluffy  spiculated 
periostitis  is  seen  in  the  small  bones  of  the  hands 
and  feet.  In  the  films  presented  here,  the  hands 
are  spared,  making  this  diagnosis  improbable. 

Secondary  hypertrophic  osteoarthropathy 
occurs  as  a manifestation  of  pulmonary  disease, 
abdominal  disease,  cyanotic  congenital  heart  dis- 
ease, and  very  rarely,  esophageal  carcinoma  and 
nasopharyngeal  carcinoma.  Abdominal  diseases 
that  can  cause  periostitis  include  cirrhosis,  ulcera- 
tive colitis,  Crohn’s  disease,  and  neoplasia.  The 
tibia,  fibula,  radius,  and  ulna  are  most  involved. 
Less  commonly,  the  femur,  humerus,  and  small 
bones  of  the  hands  and  feet  may  be  involved. 
Radionuclide  studies  demonstrate  involvement 
of  the  axial  skeleton  as  well.  The  periostitis  occurs 
in  the  diaphysis  and  metaphysis  and  spares  the 
epiphysis  of  the  bone.  The  lesion  is  smooth  and 
regular  and  may  be  laminated.  Clubbing  is  fre- 
quently associated.  Articular  symptoms  and  signs 
may  be  the  presenting  manifestation.  Sub- 
cutaneous tissues  become  swollen,  warm,  and 
dusky  red.  Synovial  effusions  are  frequent. 

There  are  many  causes  of  osteoarthropathy  in 
the  adult,  but  most  are  of  the  secondary  type.  The 
overwhelming  majority  of  these  are  due  to  a pul- 
monary lesion.  Of  the  pulmonary  lesions,  bron- 
chogenic carcinoma  is  the  most  common  cause.  It 
is  estimated  that  five  per  cent  of  bronchogenic 
carcinomas  will  develop  hypertrophic  pulmonary 
osteoarthropathy  (HPO).  Fifty  per  cent  of 
mesotheliomas  develop  HPO.  Bronchiectasis, 
abscess,  emphysema,  Hodgkin’s  disease,  cystic 
fibrosis,  and  metastasis  are  other  causes.  HPO 
may  be  the  presenting  complaint.  The  mechan- 
ism producing  these  changes  is  obscure,  but  a 
neurogenic  pathogenesis  is  postulated.  Upon 
pathological  examination,  dense  neovascularity  is 
demonstrated,  particularly  in  the  involved  soft 
tissues.  It  is  known  that  surgical  removal  of  the 
lesion  or  vagotomy  can  effect  a remission  of 
symptoms  within  24  hours.  Radiographic  find- 
ings may  require  months  or  years  to  resolve. 
Although  there  are  multiple  causes  of  hyper- 
trophic osteoarthropathy,  an  analysis  of  the 
radiographic  pattern  and  distribution  of  the  le- 
sions should  lead  to  the  correct  diagnosis.  In 
secondary  hypertrophic  osteoarthropathy,  a pul- 
monary source  is  statistically  the  most  likely. 
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HAVE  YOU  HEARD?  . . . 


A private  practice  x-ray  imaging  system  to  help 
the  private  practitioner  improve  radiographic 
quality  while  reducing  patient  radiation  exposure 
is  available  from  the  DuPont  Company.  The  Rare 
Earth  imaging  system  consists  of  “Cronex”  7 film, 
Quanta  Rare  Earth®  intensifying  screens  and 
“Cronex”®  chemistry.  Company  officials  claim 
that  the  new  system  provides  optimum  quality 
radiographs  with  minimum  radiation  exposure 
at  a lower  cost  than  conventional  methods. 
DuPont  technical  representatives,  responsible  for 
working  only  with  private  practitioners,  and  a 
national  network  of  DuPont  authorized  private 
practice  dealers  market  the  system.  They  offer 
the  physician  radiographic  technical  support  and 
service,  from  initial  installation  to  long-term  op- 
eration. Specific  technical  tools  and  office  sup- 
port aids  have  been  developed  by  DuPont,  in- 
cluding technique  wall  charts  tailored  for  differ- 
ent specialty  needs  and  a waiting  room  brochure 
explaining  the  importance  of  radiography  for 
good  diagnosis. 

• • • 

Handguns  are  a major  cause  of  death  among 
children  and  adolescents,  asserts  Doctor  Diane  H. 
Schetky  of  the  Yale  University  Child  Study  Cen- 
ter in  New  Haven  in  the  March  1985  issue  of  the 
American  Journal  of  Diseases  of  Children.  Of  the 
more  than  22,000  murders  and  suicides  by  hand- 
guns in  1981, 474  were  young  people  aged  13  to 
18  years  and  156  were  children  under  12,  she 
points  out,  and  adds,  “The  risk  of  being  a victim 
of  violent  crime  exceeds  that  of  being  affected  by 
divorce,  dying  of  cancer,  or  being  in  a traffic 
accident.”  One  now  has  a one-in-five  chance  of 
either  suffering  handgun  violence  or  having  a 
relative  who  will. 

• • • 

The  author  of  a new  report  on  nitrates  called  for 
a carefully-controlled  trial  in  a high-risk  group  of 
the  effectiveness  of  vitamins  C and  E in  blocking 
the  formation  of  cancer-causing  nitrosamines  in 
the  body.  In  A Policy  Perspective  on  Safety:  Xitrite 
and  Xitrate,  Doctor  Steven  R.  Tannenbaum,  Mas- 
sachusetts Institute  of  4'echnology,  recommends 
avoidance  of  cigarette  smoking,  the  design  of  saf- 
er nitrogen-containing  compounds  for  sub- 
stances to  which  human  subjects  will  be  widely 
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exposed,  and  reduction  of  the  runoff  of  nitrate- 
contaminated  waters.  The  report  cites  laboratory 
investigations  which  have  established  that  nitros- 
amines  are  highly  carcinogenic  in  many  species  of 
animals,  including  human  beings.  A recent  ani- 
mal study  revealed  that  even  at  the  lowest  doses, 
there  will  be  an  increased  risk  to  humans  exposed 
to  low  levels  of  nitrosamines. 

Tannenbaum  points  out  that  nitrosamines  are 
formed  from  nitrites  reacting  with  otherwise 
harmless  amines.  The  National  Academy  of  Sci- 
ence recently  estimated  that  the  daily  exposure  of 
Americans  to  the  related  nitrates  varies  from  a 
low  of  75  milligrams  to  a high  of  268  milligrams. 
Smokers  are  exposed  to  1 7 micrograms  of  nitros- 
amines daily.  For  nonsmokers,  formation  in  the 
body  is  the  most  important  unavoidable  risk  from 
nitrosamines.  Under  laboratory  conditions,  ex- 
posure ranged  from  two  to  five  micrograms  per 
day  on  a nitrate-free  diet  and  up  an  additional  ten 
to  fifteen  micrograms  when  subjects  were  fed 
nitrate  plus  an  amino  acid.  In  the  hierarchy  of 
exposures,  Tannenbaum  claims,  cigarette  smok- 
ing and  synthesis  within  the  body  far  exceed  non- 
tobacco environmental  sources,  including  cured 
meats. 

Blocking  nitrosamine  formation  requires  an 
agent  that  will  react  with  the  nitrosating  agent 
more  rapidly  than  with  the  target  nitrogen  com- 
pound, according  to  the  report.  Moreover,  the 
reaction  products  of  the  blocking  agent  must  be 
biologically  innocuous.  Only  two  substances,  vita- 
mins C and  E,  meet  both  requirements  while  re- 
maining biologically  acceptable  in  large  doses. 
They  are  also  complementary  in  their  action.  Be- 
cause vitamin  C is  highly  water-soluble  and  vita- 
min E is  fat  soluble,  they  make  an  ideal  combina- 
tion in  complex  systems  such  as  the  body  or  cer- 
tain food  products,  according  to  the  report.  In 
April  1984,  the  US  Food  and  Drug  Adminstra- 
tion  affirmed  that  vitamin  E is  generally  recog- 
nized as  safe  when  added  to  bacon  to  aid  in  block- 
ing nitrosamine  formation  that  occurs  as  a result 
of  the  high  temperatures  encountered  during 
cooking. 


Despite  rumors  that  video  display  terminals 
(VDTs)  cause  miscarriages  or  birth  defects,  there 
is  no  scientific  evidence  that  it  is  harmful  for 
pregnant  women  to  use  these  machines,  accord- 
ing to  the  report  Health  and  Safety  Aspects  of  Video 
Display  Terminals,  published  by  the  American 
Council  on  Science  and  Health  (ACSH).  The 
Council  is  an  independent,  nonprofit  consumer 
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education  organization  promoting  scientifically 
balanced  evaluations  of  food,  chemicals,  the  en- 
vironment, and  health. 

“Public  concern  about  the  possibility  that  VD T s 
might  pose  reproductive  hazards  has  become  in- 
tense,” said  ACSH  Executive  Director  Doctor 
I Elizabeth  M.  Whelan.  “Yet  there  is  no  evidence 
’ that  problem  pregnancies  are  more  common 
among  VDT  operators  than  in  the  general 
populations,  and  numerous  tests  have  shown  that 
' VDTs  do  not  emit  radiation  in  the  types  and 
amounts  that  would  be  necessary  to  harm  an  un- 
born child,”  she  continued. 

' Expert  groups,  including  a National  Research 
Council  committee  and  the  American  Academy 
j of  Ophthalmology,  have  examined  the  question 
1 of  whether  VDTs  cause  permanent  damage  to 
;■  vision  and  have  concluded  that  they  do  not,  the 
t ACSH  report  states.  “While  V^DTs  do  not  cause 
' permanent  health  damage,  many  people  who  use 
them  have  complained  of  temporary  health  prob- 
j lems  and  discomforts  such  as  headaches,  visual 
■ fatigue,  and  backaches,”  said  ACSH  Research 
I Associate  Kathleen  A.  Meister,  author  of  the 

iACSH  report.  “People  who  have  these  prob- 
lems,” she  stated,  “should  know  that  they  do  not 
just  have  to  live  with  them.  There  are  many  ways 
I in  which  a work  situation  can  be  adjusted  to  make 
i it  more  comfortable.” 

^ The  ACSH  report  opposes  the  setting  of  rigid 
I standards  for  the  design  and  use  of  VDTs  on  the 
I grounds  that  research  has  not  yet  reached  the 
j point  where  scientifically  valid  standards  can  be 
5 devised.  “The  premature  imposition  of  standards 
: can  inhibit  scientific  research  and  unintentionally 
I force  people  to  work  in  less-than-desirable  condi- 
* tions,”  the  report  notes. 


■ Health  maintenance  organizations  (HMOs) 
i effectively  contain  the  cost  of  health  care  and,  in 
I some  cases,  reduce  the  cost  of  traditional  fee-for- 
1 service  treatment,  according  to  a recent  national 
I survey.  Eighty-five  per  cent  of  the  business  ex- 
i'  ecutives  in  the  survey,  conducted  by  Louis  Harris 
{ and  Associates,  agreed  with  the  statement  that 
i HMOs  are  effective  in  containing  the  cost  of 
i health  care.  Seventy-eight  per  cent  of  the  jihysi- 
j cians  in  the  survey  agreed  as  well,  fhe  survey, 

! commissioned  by  the  Henry  J.  Kaiser  family 
! Foundation,  found  that  both  the  executives  and 
the  physicians  had  become  significantly  more 
i positive  about  HMOs  in  recent  years.  In  1980, 
another  Kaiser  survey  conducted  by  Harris  re- 
j vealed  that  59  per  cent  of  the  executives  and  59 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


per  cent  of  the  physicians  agreed  that  HMOs 
effectively  contained  health  care  costs.  “As  physi- 
cians and  employers  have  had  more  experience 
with  HMOs,  they  have  become  increasingly  posi- 
tive about  the  prepaid  plans,”  said  Humphrey 
Taylor,  president  of  Louis  Harris  and  Associates. 
“And,  while  both  groups  have  reservations  about 
the  quality  of  HMO  care,  they  overwhelmingly 
applaud  HMOs  on  cost  containment  grounds,” 
he  continued. 

The  Harris  survey,  which  was  conducted  in  the 
fall  of  1984,  found  that  more  than  eight  in  ten 
executives  of  companies  offering  HMOs  report 
positive  experience  with  the  prepaid  plans. 
“More  than  three  times  as  many  executives  report 
that  HMO  membership  has  decreased  cost  to 
their  companies  as  report  it  has  increased  costs,” 
Taylor  said,  and  added,  “Thirty  per  cent  said 
HMOs  decreased  costs,  eight  per  cent  said  the 
plans  increased  costs,  and  slightly  over  half  — 51 
per  cent  — report  no  effect.”  Moreover,  the  pres- 
ence of  an  HMO  seems  to  have  some  effect  on 
reducing  the  cost  of  traditional  fee-for-service 
care.  Twelve  per  cent  of  the  physicians  with  tradi- 
tional practices  reported  they  have  reduced  their 
fees  because  of  prepaid  plans  in  their  area  while 
14  per  cent  said  they  have  reduced  either  the 
number  or  duration  of  hospital  stays  among  their 
patients  because  of  the  prepaid  plans.  Approx- 
imately 1 8 per  cent  of  the  physicians  believed  that 
prepaid  plans  operating  in  their  areas  had  caused 
a reduction  in  their  total  income. 

“While  acknowledging  that  prepaid  plans  con- 
tain costs,”  Taylor  said,  “a  great  many  physicians 
believe  that  the  cost-containment  incentive 
caused  HMOs  to  offer  an  unacceptably  low  level 
of  patient  care.”  Specifically,  64  per  cent  of  the 
physicians  agree  that  many  HMOs  offer  care  that 
is  below  acceptable  standards.  In  contrast,  only  39  i 
per  cent  of  the  employers  surveyed  agree  with  the  j 
statement.  j 

• • • 

A botulin  toxin  injection  can  correct  an  eye- 
muscle  condition  that  leads  to  involuntary  eyelid 
closure,  according  to  a report  in  the  March  1985 
issue  of  the  Archives  of  Ophthalmoiogy.  The  condi- 
tion, blepharospasm,  can  make  the  pursuit  of 
ordinary  occupations  impossible.  Caused  by 
spasm  of  an  eye  muscle,  it  previously  was  surgical- 
ly treated.  Doctor  Alan  B.  Scott  and  his  colleagues 
from  the  Smith-Kettlewell  Eye  Research  Founda- 
tion in  San  Francisco  report  injections  of  botuli- 
num  A toxin  into  the  eyelid  and  brow  can  amelio- 
rate the  condition.  ■ 
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WarwMS  IN  PCNICIIIIN  SENSITIVE  PATIENTS^  CEPHAlO- 
SPOPM  ANTieiOTiCS  SHOULD  BE  AOMWISTEREb  CAUTKXISIY 
THERE  IS  CUNICAI  AND  LABORATORY  EVIDENCE  Of  PARTIAL 
CROSS  allergenicity  Of  the  PENICILLINS  AND  THE 
CEPHALOSPORINS  AN'^  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

AntdMtics  including  Cecloi  should  be  admmisiered  cautiously 
10  any  patient  who  has  demonstrated  some  term  ot  allergy 
parttculariy  to  drugs 

Pseudomembranous  cotitis  has  been  reported  with  virtually  all 
(eoad-spectrum  antibiotics  iincludmg  macroiides  semisynthetic 
pemciilms  and  cephatospormsi  therefore  it  is  important  to 
consider  Its  diagnosis  in  patients  who  develop  diarrhea  m 
association  wtih  the  use  of  antibiotics  Such  colitis  may  range  m 
seMTity  from  mild  10  life  threatening 
Treatmcm  with  broad  spectium  antibiotics  alters  the  rwrmai 
flora  of  the  colon  and  may  permit  overgrowth  of  closiridia  Studies 
mdtcate  that  a loim  protkiced  by  Cfosuxtim  OiffKiie  is  one 
primary  cause  of  anfibMiic  associated  cotitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  lo 
drug  ducontmuance  alone  m moderate  to  severe  cases  manage 


mem  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe  oral  vancomycin  i$  ihe  drug 
ot  choice  tor  antitHOtic  associated  pseudomembranous  colitis 
produced  by  C Pifticile  Other  causes  ot  colitis  should  be 
ruled  out 

Pricaetiont  General  Precautions  > If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lillyi  occurs,  the  drug  should  be  discominued. 
and.  if  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antthisiamines  or  corticosteroids 
Prolonged  use  ol  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
mem  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  perlormed  on  the  minor  side  or  in  Coombs  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibioiics 
before  panuntion.  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  ihe  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  lutrctton  Under  such  conditions  caiefui 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ot  administration  of  Ceclor  a false  positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  fenimg  s solutions  and  also  wiih  Climtest* 
labiets  bui  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP  Lilfyi 

Broad- spectrum  antibiotics  should  be  prescribed  with  caution  m 
individuals  with  a history  of  gastrointestinal  disease  particuiarty 
colitis 

Usage  m Preonancr  - Prepnancy  Catepory  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1? 
limes  the  human  dOM  and  m ferrets  gnen  three  times  the  maiimum 


human  dose  and  have  revealed  no  evidence  ot  impaired  fertility 
or  harm  to  the  fetus  due  lo  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-conirolled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursing  Mottiers  - Small  amounts  of  Ceclor  have  been  delected 
in  mother  s milk  loltowing  administration  ot  single  500-mg  iJoses 
Average  levels  were  0 t6  0 20. 0 2l . and  0 to  mcg/ml  ai  two 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
delected  at  one  hour  The  etteci  on  nursing  infants  is  not  known 
Caution  should  be  eiercised  when  Ceclor  is* administered  lo  a 
nursing  woman 

Usage  m Chr/dren  - Safety  and  effectiveness  ol  this  product  for 
use  in  infants  less  than  one  month  ol  age  have  noi  been  established 
AdverM  ReKtions  Mtwse  effects  considered  related  lo  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  |1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  lepoded  larely 

Hypersensitivity  reactions  have  been  reported  m about  1 5 
percent  ot  patients  and  include  morbilitorm  erupiions  |1  in  lOOl 
Pruritus  urticaria  and  positive  Coombs  tests  each  occunn  less 
than  1 in  200  patients  Cases  ot  serum  sickness-iike  reactions 
(erythema  multiforme  or  the  above  skw  mamfesiaiions  accompanied 
by  arthniis/a/thraigia  and  frequently  leveri  have  been  reponed 
These  reactions  are  apparently  due  lo  hypersensitiviiy  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  freguenily 
m children  than  m adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiatKxi  ol  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  haim  beer  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphyians  nave  been  reported  hail  of  which  have 


occurred  in  patients  with  a history  ot  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 m TOO  patients) 

Causal  Relationship  uncertain  - Transitory  abnormalities  in 
clinical  laboratory  lest  results  have  been  reported  Attnough  they 
were  ot  uncertain  etiology  ihey  are  listed  below  to  serve  as 
alerting  information  (or  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  m 40) 

Hematopoietic  - transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  intanis  and  young 
children  (l  in  4ai 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  dess  than 
t m 500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R1 


Afore  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  lo  the  cephalosporins  and  should  be  given 
cautiously  lo  penicillin-allergic  paiiems 
Penicillin  is  ihe  usual  drug  of  choice  in  (he  ireaimeni  and 
prevention  ol  streptococcal  infections  including  the  prophytaiis 
of  rheumatic  fever  Sm  prescribing  information 
C19B4  ELI  LILLY  AND  COMPANY 


Aooiiionai  mtomaiion  avaamie  to 
the  ptoiessron  on  reoutsi  from 
Eh  Lilly  and  Company 
moianapoiis  Indiana  46?6S 
Eli  Lmy  l■effttrwl  lie 
Carolmi  Puerto  Rko  OOBX 


Onnitiates, 
but  angina  still 
strikes... 


Afteramtrate, 
add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  men' 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (11%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3  6%),  headache  (18%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 


JUST  ASK  THE 
PEOPLE  AT 
GEORGIA-PACIFIC. 


“For  me,  buying 
Savings  Bonds  is  an 
efficient  way  to  save 
for  a rainy  day.” 

— Laura  Schafer 


“Savings  Bonds  allow 
me  to  put  some 
money  away  before  1 
get  a chance  to  spend 
it.” 

—Rick  Crews 


“Besides  being  a good 
investment  in  my 
country,  Bonds  help 
me  save  for  my  two 
daughters.” 

— Craig  Heimhigner 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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as  SAVINGS  BONDS^ 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS”® 


ii 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

Calitornia 


ii  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  (g 


sleep  that  satisfies 


15-mg/30-mg 

capsules 
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flurazepam  HCI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  odministration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  ttCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  on 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  ot  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  doy  following  use  for 
nighttime  sedation  This  potential  moy  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
mochinery  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  ot  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  o prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosoge  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  ond/or  otoxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepotic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  tolling  have  occurred,  porticularly  in 
elderly  or  debilitated  potients  Severe  sedotion,  lethargy,  dis- 
orientation and  coma,  probably  indicative  ot  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  heodache, 
heartburn,  upset  stomach,  nausea,  vomiting  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  poms,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweoting  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  solivotion.  anorexia,  euphorio. 
depression,  slurred  speech,  contusion,  restlessness  halluci- 
notions.  ond  elevated  SGOT  SGPT  toiol  and  direct  bilirubins, 
and  alkaline  phosphalose,  and  paradoxical  reactions,  e g 
excitement,  stimulotion  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage  15  mg  may  suffice  in  some  potients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  llurozepom 
HCI 
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ROCHE 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ^ ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^-®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


CD  ■ T|  m 
O □ "3  X 
l/l  Qj  O 
^ 3 3- 
C 3"  O Qi 
3 Qj  H-  3 
(f  (/) 

ZZ  cr  (D 

5>  C > 

n • o 

ZD  7T  -t, 


O’ 

o 


DALMANE 

flurazepam  HCI/Roche  (g 

sleep  that  satisfies 


I 


